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The Division of Health Care Financing (DHCF) is pleased to present the Wisconsin Medicaid HMO
Comparison Report: 1997. This report provides information on the 1997 performance of Wisconsin
Medicaid contracted health maintenance organizations (HMOs). This report is different from its
predecessors in several important ways:

No fee-for-service comparison data is included.

The report is arranged in sections reflecting the Health Plan Employer Data and
Information Set (HEDIS) reporting format for managed care organizations. HEDIS is a
nationally recognized set of clinical and administrative quality indicators used by

Medicare, as well as many Medicaid and private HMOs.

HMO trends for 1996 and 1997 are presented where possible.

The results of some Quality Improvement Initiative activities/studies are included.

Absence of fee-for-service data

This report covers the first year of statewide HMO expansion and includes data for 18 HMOs
and 70 counties. Newly participating HMOs reporting on health care activity have not yet
established a sufficient database for some indicators to permit meaningful inter-HMO
comparisons. In those instances, this report presents data in a more aggregate form,
comparing Milwaukee County HMOs to HMOs in the rest of the state. The Milwaukee
County HMOs are those with a longer experience in Wisconsin Medicaid.

HEDIS reporting format for managed care organizations

This report reflects the National Committee for Quality Assurance (NCQA) reporting format,
grouping the reports on the delivery of health care services to the Medicaid managed care
population into the areas of:

Access and Service
Staying Healthy
Getting Better
Living with Illness
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In this way, the HMO rating system that will be used by NCQA to report to consumers

will be the same format used to report comparative information about HMO performance

in delivery of healthcare services to the Wisconsin Medicaid managed care population.

(A fifth category, Ensuring Quality Providers, is not included as a part of HMO activity in this

report.)

HMO trends are presented

This edition of the annual HMO Comparison Report includes data which compares HMO
activity for the years 1996 and 1997, where appropriate. Since many of the HMOs began
serving the Medicaid population in 1997, this report only presents comparative data for 1996
and 1997 for HMOs in Milwaukee County. In an effort to provide meaningful trend data, the
DHCEF has made every effort to use the same indicators and reporting requirements in each
reporting year. As reporting mandates change it will be necessary to add indicators, but
every effort will be made by the DHCF, working with HMO information personnel, to
maintain reporting standards and requirements.

Quality Improvement Initiative activities/studies

The DHCF has developed multiple Quality Improvement (QI) strategies for reporting on the
quality of care delivered to the Medicaid population by managed care organizations. In
developing these strategies, the DHCF has consulted with the managed care organizations,
review agencies, and other state agency personnel. These QI strategies, which are described
in greater detail in the report, include ongoing activities of the HMO technical workgroup,
data validity audits, and focus studies. The goal has been to establish a method for reporting
on managed care activity that accurately and reliably reflects and improves the quality of
healthcare services provided to Medicaid enrollees.

The Wisconsin Medicaid HMO Comparison Report: 1997, includes an Executive Summary which
highlights the clinical findings from the date reported by the HMOs. Please refer to this summary
and the accompanying report for details on these findings.

Questions concerning this report should be directed to Angela Dombrowicki at (608) 266-1935.

PLB:mhy
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Map 1
HMO participation in Wisconsin Medicaid, by county, 1997
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Note: These abbreviations appear on various tables throughout this report.
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I nterpretation of Data

Comparative Data

Comparative dataare reported for HMOsin Milwau-
kee County that participated inthe Medicaid program
during 1996 and 1997. One HMO (Network Health
Plan) began participating inthe Medicaid programin
1997; therefore, dataare reported only for that year.

Aggregated data for counties in the rest of the state
(i.e., non-Milwaukee counties) are reported for only
1997 becausetherearelimited dataavail ablefor 1996.
Thisaggregation of datafor therest of the statewasa
result of enrollee distribution and HM O participation
during thereporting year.

Theterms* non-Milwaukee counties,” “ other counties,”
and “rest of state” are used interchangeably inthisre-
port. The term “ statewide” was not used in order to
avoid misinterpreting the dataasincluding fee-for-ser-
vicedataor asrepresenting al counties. Thisisstrictly
areport on managed care data provided to the Depart-
ment of Health and Family Servicesby Medicaid
HM Osfor those countieswith HM O participation dur-
ing thereporting year.

Data Definitions

Thenumber of monthsthat individualsareeligiblefor
Medicaid benefitsvariesby HM O and areaof the state.
In order to compare datafrom different HMOsor ar-
eas of the state, most datain thisreport (e.g., number
of services, number of visits) areadjusted for theaver-
ageyearsof digibility. Thisnumber is calculated by
dividing the number of visitsmadeby, or servicespro-
vided to, recipients by the number of digible-yearsfor
the eligiblesreceiving the particular service. Refer to
the Wisconsin Medicaid HMO Comparison Report:
1997 Data Tablesfor definitions of all dataterminol-
ogy usedinthisreport.
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Section 1
0verview

What's New in This Year’s Report

ata in the Wisconsin Medicaid HMO Report: 1997 are reported in a
Dmanner that reflects the statewide expansion of managed carefor theAid
to Familieswith Dependent Children (AFDC)-related and Healthy Start
populationin late 1996 and 1997. In 1997, forty-six percent of Medicaid HMO
enrolleesresided in Milwaukee County. Theremaining fifty-four percent of Medic-
aldHMO enrolleesweredistributed in theremaining 69 countieswith HMO partici-
pationin 1997. Participation inthese remaining countiesvaried by HMO, with some
countieshaving avery small number of enrolleesfor any given HMO. Thismakes
it difficult to consistently report statistically valid numbersif the utilization dataare
not aggregated for the rest of the state.

Map 1 showsHMO participation by county. Thismap also depictsregions of the
state used for aggregate regional reporting in the supplementary report, Wsconsin
Medicaid HMO Comparison Report: 1997 Data Tables. This report provides
dataaggregated by region of the state and isavailable upon request.

ee-for-service dataare not included asacomparisonto HMO data, snceHMOs
provided servicesto Medicad recipientsin 70 out of 72 countiesin Wisconsinin

1997. Thefee-for-servicedatafor the AFDC/Healthy Start Medicaid populationin
1997 were minimal and not avalid comparisonto HMO data.

ataareorganized into four broad categoriesused as part of the National Com-

mittee on Quality Assurance (NCQA) accreditation of health plans(i.e., Ac-
cess and Service, Staying Healthy, Getting Better, Living with IlIness). The data
within each category are organized by indicator, such as*HeathCheck Screens.”
Some of theseindicatorsare based on Health Plan Employer Dataand Information
Set (HEDIS®) measures used to report health plan performance for commercial,
Medicaid, and Medicare plan members. Other measuresreflect the characteristics
of apopulation whichispredominantly women and children (i.e., individualswho
are Medicaid-digible under the Healthy Start and former AFDC programs).

his year’s report includes expanded reporting of Division of Health Care
Financing quality oversight activities such as data validity audits, Quality
Improvement (QI) studies, and arecipient satisfaction survey.
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I ntroduction

TheWisconsin Medicaid HMO Comparison Report isan annual report published by
Wisconsin Medicaid. Thisreport isoneof several waysWisconsin Medicaid moni-
torsand reportson care provided to Medicaid recipientsenrolled in HM Os: indi-
vidualswho are Medicaid-€dligible under the Heal thy Start and former Aidto Fami-
lieswith Dependent Children (AFDC) programs.

In keeping with the 1996 report, thisreport of health care ddliveredin 1997 includes
only those utilization indicators previoudy used that relateto quality of care. Every
attempt has been madeto use the same reporting format so that HM Oswill be able
toidentify atrendin their activitiesreported to the Division of Health Care Financ-
ing. Datafrom all eighteen Wisconsin Medicaid managed care organizations are
included.

Wisconsin Medicaid AFDC/Healthy Start-specific datautilized infindings, graphs,
and tables are from multiple sources. HMO utilization dataare generated and re-
ported by individual Wisconsin Medicaid HM Os. Eligibility datafor recipientsen-
rolledinHM Osare extracted from the Wisconsin Medicaid fiscal agent’ seligibility
files.

The datain the Wisconsin Medicaid HMO Comparison Report: 1997, like most
health care statistical reporting, must beinterpreted with recognition of variables
that may influencethe data. For example, differences betweenindividua Medicaid
HMOsmay represent different levels of HM O performance or they may represent
demographic and other differencesamong the enrollees served by the HM Os. Com-
ments regarding those variables and their importance are noted in the report as

appropriate.
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Executive Summary

TheWsconsin Medicaid HMO Comparison Report: 1997 presentsdataon health
carededlivered by HM Osduring ayear of statewide HM O expansion for Wisconsin
Medicaid. With the expansion of managed care, the Division of Health Care Fi-
nancing expanded itsquality review oversight activities. Theseactivitiesincluded
conducting adatavalidity audit for all HMOs, amember satisfaction survey for
Milwaukee County enrollees, anincreasing number of chart auditsfor enrolleesin
HMOs, anandysisof HM O-conducted quality improvement studies, and two projects
focusing on behavioral heath services.

Dataanaysisrevedsthat:

O For most health care areas measured, health service utilization has been quite
stablerdativeto 1996. Thissuggeststhat the HM O expansion, whilemassivein
scope, has not resulted in decreased service availability for enrollees.

O HMOenrolleesin Milwaukee County arelargely satisfied with their care.

O Rdativeto 1996, thereweredight to moderate improvementsinthe utilization
ratesof:

* HeathCheck screens.

Non-HealthCheck visits.

Cesarean sections.

Pap testing.

Mumps, mead es, and rubella(MMR) immunization.
e Hospitdizationfor asthma.

Improvements probably reflect both improved datareporting by theHMOsand
increased provision of services.

Improvementsare still necessary in most areas of health care, but particularly
indental servicesand behavioral hedlth care.
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Section 2

isconsin Medicaid

What is Medicaid?

Medicaidisajoint federal/state program establishedin
1965 under Title X1X of the Social Security Act to pay
for medical servicesfor the poor and disabled. InWis-
consin, Medicaid is administered by the Division of
Health Care Financing in the Department of Health
and Family Services.

Who Paysfor Medicaid?

Both federal and state tax dollars support Medicaid.
For statefiscal year 1997 (1996-1997), Medicaid ex-
penditures were $2.45 billion. Of that amount, $865
million was contributed by the state and nearly $1.59
billion by thefederal government. For statefiscal year
1998 (1997-1998), Medicaid expenditureswere $2.52
billion. Of that amount, $905 million was contributed by
the stateand $1.61 hillion by thefederal government.

Medicaid isthe second largest program in the state’s
budget, representing 9.3% of total state-funded expen-
ditures. Increased costsare primarily attributableto ex-
panded eligibility and rising health care costs.

Who is Eligible for Medicaid?

In calendar year 1998, approximately 557,000 Wiscon-
sinresdentsweredigiblefor Medicaid for at least some
time during the year. The average monthly caseload
was426,720.

Four major groupsreceived medical servicesthrough
Wisconsin Medicaid in 1997: the aged, theblind/dis-
abled, the Healthy Start popul ation, and recipientswho
qualified under theformer Aidto Familieswith Depen-
dent Children (AFDC) standards. Of thetotal Medic-
aid-eligible recipients, well over half were digible
through AFDC or Healthy Start, and this population
accounted for 19% of Medicaid expenditures. The

aged/blind/disabled made up approximately 35% of the
population and accounted for approximately 81% of
the program expenditures.

The AFDC/Hedthy Start reci pient group, whichisthe
subject of thisreport, iscomprised of pregnant women,
children, and familieswith children who meet various
low-incomecriteria

Medicaid Managed Care

Wisconsin was one of thefirst statesto initiate man-
aged carefor theAFDC/Hedlthy Start Medicaid popu-
|ation by receiving afederal waiver to pursuethe man-
aged caredternativein the early 1980s. Sincethat time,
many states have adopted managed careasamodel of
sarviceddivery.

The Wisconsin Medicaid HMO program expanded
statewide in 1996 and 1997 beyond the original five
countiesincluded in the 1996 report. Expansion for the
AFDC/Hedlthy Start population into additional coun-
tiesoccurred systematically in three phases starting in
the eastern Wisconsin counties. By the end of 1997,
over 290,000 Medicaid recipientshad been enrolled in
18 HMOsin 70 countiesfor at least apart of that year.

Table2.1 liststheHMOsincluded in thisreport, and
theaverage number of monthsrecipientswereenrolled
inthe respective HMOsin 1997. Thisaverageisim-
portant because it affects an HM O’ s ability to influ-
encean enrolleg' shealth outcome. In general, Medic-
aidrecipientsareenrolledin HM Osfor shorter periods
of time than are commercial subscribers, partly be-
cause enrollment is dependent on individual s meeting
financia digibility requirementsfor the Medicaid pro-
gram.

DEPARTMENT OF HEALTH AND FAMILY SERVICES
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Table 2.1
Number of recipients enrolled in participating Medicaid HMOs and duration of enrollment:
January 1 — December 31, 1997

Milwaukee County Rest of State Statewide
Average
Average Enrollee Enrollee Average Enrollee
Managed Care Number of | Months per Number of Months per f Number of | Months per
Organization Enrollees Recipient Enrollees Recipient Enrollees Recipient
Atrium Health Plan N/A N/A 13,541 5.90 13,536 5.90
Compcare 26,561 8.44 23,197 6.51 49,587 7.58
Dean Health Plan N/A N/A 13,575 6.19 13,620 6.19
Family Health Plan 2,702 6.85 290 6.60 2,994
GHC - Eau Claire N/A N/A 6,964 6.66 6,985
GHC - South
N/A N/A 3,547 7.37 3,542
Central W
Greater La Crosse
N/A N/A 5,227 6.56
Health Plan
Humana 28,215 8.50 4,492 6.14
Managed Health
. 18,615 8.29 17,671 5.90
Services
Maxicare 12,763 8.92 2,601 7.04
Mercy Care N/A N/A 4,232 6.42
Network Health
747 4.82 15,351 6.29
Plan
Physicians Plus N/A N/A 5,075 5.94
PrimeCare 49,296 8.57 5,376 6.38
Security Health
N/A N/A 18,208 6.25
Plan
United Health of
4 125 13,921 6.45
W
Unity Health Plans N/A N/A 10,864 6.93
Valley Health Plan 5,935
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Graph 2.1
Distribution of Wisconsin Medicaid recipientsin
1997: Milwaukee County and other counties
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Graph 2.1 showsthedigtribution of theWisconsin Med-
icaid population following expansion of HMO enroll-
ment for 1996 and 1997. In 1997, 46% of the Wiscon-
sin Medicaid HMO enrollees were in Milwaukee
County. In 1996, prior to expansion of HMO enroll-
ment, 83.3% of all Medicaid HM O enrolleeswerein
Milwaukee County. Further, average enrollment was
longer in Milwaukee County HM Osthanintherest of
the state. This may reflect the fact that statewide ex-
pansion did not occur until 1997.

Demographics of the Population

When interpreting the data presented inthisreport, itis
important to keep in mind the composition of the Med-
icadAFDC/Hedthy Start populationin 1997.

¢ Over 60% of HMO enrolleeswere female.

¢ QOver 75% of male HMO enrollees were under
theageof 15.

¢ Only 32% of female enrollees were 21 years of
ageor older.

e Seventy-eight percent of all HMO enrollees(i.e.,
mal e and femal €) were under the age of 21.

Graphs 2.2 through 2.4 present the distribution of Med-
icald HMO enrolleesby ageand sex in 1997.

Graph 2.2
Distribution of Wisconsin Medicaid recipientsin
1997: by age
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Graph 2.3
Distribution of female Wisconsin Medicaid
recipientsin 1997: by age
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Graph 2.4
Distribution of male Wisconsin Medicaid
recipientsin 1997: by age
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Section 3

uality Improvement

Wisconsin Medicaid iscommitted to assuring quality, access, and choicetoitsMed-
icaid population, and to being aproactive partner with the private sector in achieving
the highest possible health outcomesfor recipients. Thisisaccomplished through
Wisconsin Medicaid Quality Improvement (QI) activities, which include many moni-
toring and oversight activitiesand public forums.

HMO Program Quality I mprovement Activities
Quality Improvement activitiesthat relatetotheAid to
Familieswith Dependent Children (AFDC)/Healthy
Start HM O programinclude: .

Addressthe health care needs of the Medicaid
populationinaculturaly sendtivefashion.

The useof anindependent enrollment counsdlor to

ensurethat Medicaid recipientsenrollingin HMOs
* Assuring contractual safeguards, such asthere-

DEPARTMENT OF HEALTH AND FAMILY SERVICES

quirement that certified HMOs:

M est licensure standards of the Wisconsin Of -
fice of the Commissioner of Insurance.

Ensurethat enrollees have timely accessto pri-
mary and specidty care providers.

Cover al mandated services, whether through
internal staff or by contracted arrangements.

Provide emergency health care services 24
hoursaday, seven daysaweek, and providea
singletelephone number through which enroll-
ees are ableto access all services.

Providean HM O advocate to assist recipients
with using managed care effectively.

Have an established and available grievance
procedure.

Provide specific preventive hedlth care services.

Establish aworking arrangement with commu-
nity agenciesto facilitate prenatal care coordi-
nation, with agoal of decreasing adverse out-
comes of pregnancy.

makeafully informed choicewhen choosing apro-
vider.

Establishing and maintai ning ongoing methodsfor
public, recipient, and provider input. Examples of
thisactivity includethe StatewideAdvisory Group

(SWAG), quarterly meetingswith HM O technical
staff, quarterly regional forums, and work groups
established to address specific areas of concern.

Utilizing aMedicaid ombudsman external to the
HMOs.

M easuring recipient satisfaction.

Producing thisannual report on HM O-delivered
care.

Monitoring HM O disenrollment and grievance pro-
cedures.

Participating in data management and reporting
activities, including the Encounter DataWorkgroup,
DataValidity Audits, and Focus Study reporting.

15
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Fee-for-Service Quality | mprovement Activities
TheDivision of Health Care Financing (DHCF) isre-
sponsiblefor monitoring quality of careinthefee-for-
serviceareaaswell asin managed care. Though fee-
for-servicedataisno longer used for comparison pur-
poses, the quaity improvement activitiesin fee-for-ser-
vice are noted here:

* Reviewsand auditsof health care servicesdeliv-
ered to Medicaid recipientsin the outpatient and
inpatient setting for appropriateness, medical ne-
cessity, and quality of care.

* Prospective review of selected services through
prior authorization to assure recipients receive
medically necessary and cost-effective services.

*  Ongoing review of theutilization of drugsin outpa:
tient and nursing home settingsto assurethat pre-
scribed drugs are appropriate, medially necessary,
and not likely toresult in adversemedical outcomes.

Medical Chart Audit Review Activities

On an ongoing basis, the DHCF engagesin avariety
of auditsand medical chart reviewsto assessthequal-
ity of careprovided to Wisconsin Medicaid recipients.
Some of these audits/chart reviews are on acase-spe-
cificor limited basis, while others encompass abroad
spectrum of care. Theformer usually representsare-
sponseto aspecific complaint or grievance, whilethe
latter generally reflects pre-planned assessments of
areasof interest or concern to the Department of Hedlth
and Family Services. Because the Medicaid popul a-
tion consists primarily of mothersand children, audits
and chart reviews are principally designed to monitor
the care of that population. (Issuesimportant to Med-
icaid mothersand children center around prenatal care,
women' shealth, child health and preventive care, den-
tal, and mental health/substance abuse [a cohol and
other drug abuse] care.)

The mgjority of medical audit/chart reviews, from a
volume standpoint, isperformed by an External Qual-
ity Review Organization (EQRO) under contract with
the DHCF. Thequestionablequality of care casesiden-
tifiedin managed care ddlivery by the contractor’ s phy-
sician advisersarereferred to the DHCF physician staff
for further review. Chart reviews and audits are fo-
cused on specific areas of concern to the DHCF. In
the past, only an extremely small number of casesre-
viewed by the EQRO have been found to represent
“medical mismanagement with potential for significant
adverse effectson the patient.” Thisisadirect result
of theidentification of error-prone providersin previ-
ous reviews, and effective HMO-focused corrective
action plans associated with provider education.

DEPARTMENT OF HEALTH AND FAMILY SERVICES



uality Improvement
Data Management and Reporting

Theneed for accurate, reliable, timely dataisincreasingly important for all participantsin
theddlivery of health care. Recipients need information to makeinformed choices about
providersand services. Providers need information to make recommendations and deci-
sionsabout service delivery and resource requirements. Payer sources need information
to direct inquiries about payment and contract compliance.

To meet the data needs of multiple users, the DHCF has progressively implemented
guality improvement initiatives in data management to assure that the data meet user
requirements. Theseincludethe HM O Technical Workgroup, Data Validity Audits, and
Focus Study Reports, which are discussed bel ow.

HMO Technical Workgroup

Over theyears, increased scrutiny through enhanced
editing and additional andysesof thedatarevededlimi-
tationsin the existing data collection methodol ogy and
thedata obtai ned through that methodol ogy. To address
theselimitations, in 1996 the DHCF decided to move
toward more accurate and compl ete reporting of data,
enlisting the help of theHMOs. Asaresult, theHMO
Technica Workgroup was established.

The HMO Technical Workgroup brings together the
information systems and other personnel from the
HM Os and the DHCF. The workgroup evaluatesthe
appropriateness and necessity of contract-requested
dataelementsfor the measurement of specific health
care processesor outcomes. Theworkgroup givesthe
HM Os an opportunity to request changesin datare-
porting so that their respective information systems
have minimal duplication of datareporting, and report-
ing deadlines are compatiblewith their respectiveca
pabilities and other non-Medicaid reporting require-
ments. The DHCF is afforded the opportunity to ex-
plainthe datarequests, and work withHM Osin achiev-
ing efficient reporting of accurate and complete data.

Currently, the HM O Technical Workgroup meetsona
bimonthly basis. All HM Osare expected to have rep-
resentatives of their information systems staff, aswell
asther quality improvement and claims processing staff
in attendance as topics warrant. The DHCF isrepre-

sented by staff from operationsand managed care. The
HMO Technical Workgroup addresses both the cur-
rent data collection issues and future data collection
strategies such asthe proposed full encounter data set.

The current data collection methodology isto collect
summary datafrom each HMO with aseriesof utiliza-
tionand quality indicators, supported by alimited en-
counter (history) dataset. The data collection method-
ology isstructured to meet the needs of reporting re-
quired by the Balanced Budget Act of 1997, the Na-
tional Committee on Quality Assurance (NCQA), the
Health Plan Employer Data and Information Set
(HEDISP), and Wisconsin Medicaid.

In amove away from the collection of summarized
data from the HMOs, the DHCF will require an ex-
panded and compl ete encounter dataset fromall HMOs
beginning in theyear 2000. This expanded and com-
plete encounter data set isalso mandated as part of the
federally required Medicaid Stetistical Information Sys-
tem (MSIS) reporting fromdl state Medicaid programs.

DEPARTMENT OF HEALTH AND FAMILY SERVICES
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Data Validity Audits

The DHCF conducts auditsto verify the accuracy of
HM O-submitted data, since health care dataiskey to
itsoversight activities. The current DHCF HMO data
validity audit consists of two parts. Part One evaluates
the structure and technical function of theinformation
systemsof participating HMOs. It includesthefollow-
ing thirteen topicsof evauation:

1. Methodsused by theHMOto obtain datafor HMO
utilization reporting.

N

Description of administrative data system.

Quiality control of HM O information systems.

A~ W

Transactionforms.

o

Health servicesdata.

6. In-housetransaction processing.

7. Third party transaction processing.
8. Enrollment information system.

9. Provider information system.

10. Other systemissues.

11. Calculation of performance measures:
* Paptest.

* HealthCheck.

e Primary diagnosisof asthma.

* Hogspitalization for asthma.

¢ Mental health and/or substance abuse evalua-
tions.

e Dental services.
12. Ingtruction, training, and feedback.

13. Generd difficulties.

Theresults of the first data validity audit, Part One,
completedin 1997, demonstrated that HM Os partici-
pating in Wisconsin Medicaid managed caregeneraly
have adeguate systems capability. Since Part One of
thedatavalidity audit was conducted at the HM O site,
it was also ameansto provide technical assistanceto
the HMOs, especially with respect to the last three
audit topics noted above.

Part Two of thedatavalidity audit measuresthe com-
pleteness and accuracy of the data that are obtained
from the HMOs' providers. Part Two accomplished
this by measuring the rates of agreement and error
between themedical record andtheHMOs' automated
systemsfor two of the performance measures audited.
Theresultswerethen analyzed to identify patterns of
disagreement between medica record and administra-
tive data

Of the six performance measures evaluated in Part
Oneof the datavalidity audits, Pap tests and Health-
Checks(i.e., well-child assessments) were selected be-
cause of the prevalence of reported servicesand vari-
ability in reported rates between HMOs. The DHCF
verified HM O-reported datathrough chart audits.

All Medicaid HM Os completed Part Two of the data
validity auditin 1997. Scoresfor accuracy inreporting
Pap testing ranged from 62.2% to 100%, and for com-
pleteness 68.4% to 100%. HealthCheck accuracy of
reporting ranged from 40.5% to 100%; compl eteness
ranged from 65.8% to 100%.

Pap testing reporting scores are dightly higher than
HealthCheck reporting scores because verification of
Pap testing can come from two sources, the perform-
ing provider and thelaboratory that providestheinter-
pretation. Thelower scoresin reporting HealthCheck
isareflection of difficulty inusing the appropriate cod-
ing of visits to reflect the fact that they are Health-
Check encounters rather than routine or acute care
vigts,

Part Two of the datavalidity audit will be carried out
for eachHMO on abiennial basis. In thefirst repeat
cyclethe Pap testsand HealthCheck performancein-
dicatorswill beretained. Thiswill permit theHMOsto
demonstrate improvement in datamanagement, using
the same measurement parametersof thepreviousdata
vdidity audit.
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Focus Studies

Focus studies providethe HM Oswith aunique oppor-
tunity to analyze their health care services data and
define areas of concern which are amenable to study
and corrective action. The HMOs are asked to iden-
tify an areathat is of significance to their Medicaid
population, that has measurable outcome(s) or
process(es), and for which thereisapossible correc-
tive action. The HMOs are asked to select two such
topicsannually and to construct afocus study for each.

MetaStar, the EQRO, has devel oped an instrument for
evaluating focus studies. The EQRO evauatesthefo-
cusstudiesin order to validatethe study design andits
conclusion(s) to assurethat the corrective action plan
isappropriateandwill resultin quality improvement of
the care provided by HMOs.

In 1997, 18 HM Osparticipatingin Wisconsn Medicaid
submitted two focus studies each as required by the
contract. Thetopicschosenincluded:

*  |mmunization wasthetopic of eight focusstudies.

* HedthCheck wasthetopic of threefocusstudies.

* Prenatal carewas selected asatopic for six focus
gudies.

* | ead screening was the topic of five focus stud-
ies.

* Asthmawaschosenfor afocusstudy topicin eight
instances.

¢ Diabeteswasthe subject of four focus studies.

* Chlamydiascreening and emergency room utiliza:
tion were each selected for asinglefocus study.

Most of the HMOs' focus studies measured current
performanceagainst well-accepted standardswhich will
form astrong basisfor future studiesdesigned toim-
prove performance. Thefocus studieswerereviewed
witheachHMO at on-sitevisits, and will be the sub-
ject of aone-day workshop sponsored by the DHCF in
the spring of 1999.

The federal Health Care Financing Administration
(HCFA) has devel oped a system for assuring quality
improvement for all managed care programs partici-
pating in Medicaid and Medicare caled the Quality Im-
provement System for Managed Care (QISMC). The
central focus of QISMC iscompletion of focusstudies
inclinical and non-clinical areas of managed care ac-
tivity. Though therecommendationsin QISMC are not
yet finalized, itiscertain that focus studieswill bere-
quired of al managed care organizations. The content
and format of thefocus studies should be applicableto
both QISM C standardsand NCQA accreditation stan-
dards, thuspermitting HM Osto meet morethanasingle
goal incompleting afocus study.

By completing the focus study activity requested by
the DHCF, theWisconsin Medicaid HM Oswill bewell-
positioned to provide the studiesrequested by accredi-
tation agencies.
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Quality Improvement
Recipient Satisfaction Survey

The DHCF contracted with the Wisconsin Survey Re-
search Laboratory to examine the experiences of Med-
icaid enrolleesin Milwaukee County with their HMOs.
Fromarandomly sdlected survey, tlephoneinterviews
were completed for 465 Medicaid recipientsin Mil-
waukee County in 1997.

Overadl, Medicaid enrollees surveyed reported favor-
able experiences and satisfaction with the quality of
medical careprovided by their HM Os.

Themgjor findingswere:

Ninety percent of respondentsbelieved that it was
easy or very easy to get an appointment with their
regular Medicaid HM O doctor soon after calling
for an appointment. Responsesranged from 86%
t094%. Seegraph 3.1.

Ninety-one percent believed that their doctorswere
either very good or good at listening to them.

Eighty-two percent of respondentsfound obtain-
ing information about their benefits and services
fromtheir health plan waseasy or very easy. Re-
sponsesranged from 73%to 86%. Seegraph 3.2.

Seventy-six percent of the respondentsindicated
that even if they could change their health care
planto another provider, they would stay with their
current HMO, while only 21% reported that they
would changetheir health plan.

What respondents|iked most about their HMOwas
thefact that medicationswerefully covered, and
44% said that thereisnothing they did not like about
their HMO.

Percent

Percent

Graph 3.1
Percent of enrollees believing it was easy to
obtain an appointment, by HMO
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Graph 3.3

Steused when sick or in an emergency, by HMO
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The survey results indicate that the vast majority of
surveyed Medicaid HM O enrollees are satisfied with
the access and quality of care provided by their Mil-
waukee County HMO. Onefinding that will require
morefollow upisthesitethat enrolleesusewhen sick
or in an emergency. There was some variation be-
tween plansand the sitesused. Seegraph 3.3.
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Section 4

Access and Service

TheMedicaid Aid to Familieswith Dependent Children (AFDC)/Hed thy Start popu-
|ation representsayoung, predominately femal e segment of the Wisconsin popula-
tion. Servicesthat areimportant in promoting and maintaining health for thisgroup
of Medicaid recipientsinclude wellness checksfor children, routine office carefor
al age groups, preventive denta carefor children, Pap tests, mammography, and
accessto required emergency care.

HealthCheck isthe service Wisconsin Medicaid providesto promote and maintain
the health of children. Routine office careis measured by non-HealthCheck visits
for dl agegroups. Routine office visits estimate the ease with which thispopul ation
isableto accessroutine and acute care through a“ medical home.”

Preventive dental servicesfor children are especially important to prevent poor
dental function asthe child matures. Timely, adequate preventive dental services
are cost-effectivein preventing significant dental malfunction, and the attendant
unwanted health careissues.

Pap testing isespecially important in early detection and treatment of cervical can-
cer. At the sametime, routine examination will permit early detection of related
gynecol ogic problemsbefore serious, and permanent, health concernsarise. Mam-
mography is meaningful to thispopulation eventhough most Medicaid enrolleesare
significantly younger than the general population. Theability to detect breast lesons
early increasesthe efficacy of treatment.

Emergency careisavital component of services provided to any group of health
carerecipients. Theavailability and use of emergency medical caremay beused to
measure enrollees’ ease of accessto routine and acute care through their HMOs,
or the establishment of a“ medical home.” A “medical home’ should permit enroll-
eesto use emergency carein the most cost-effective manner.
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Access and Service
Children’s Health

HealthCheck Vidits

Components of HealthCheck Visits

Well-child assessments are an essential component in
meeting preventive health care needs of children en-
rolledin Wisconsin Medicaid. In Wisconsin, federally
prescribed well-child assessments are called Health-
Checks.! HealthCheck permits providersto evaluatea
child’ sphysical, cognitive, socid, and emotional devel-
opment, identify preventable problems, screen for po-
tential risk factors, provide appropriateimmuni zations
and makereferralsto providersand health care agen-
ciesto meet the child’ s health needs. Children ages 3
and older are referred for preventive and necessary
dental care. HealthCheck also provides an opportunity
for identifying children at risk for elevated |ead blood
levels, neglect, abuse, and dietary problems, aswell as
providean opportunity for teaching and counseling par-
ents.

Freguency of HealthCheck Visits

The schedul e of periodic exams adopted for Health-
Check isbased on recommendations by the American
Academy of Pediatrics (AAP). A total of 12 Health-
Check exams are recommended to be given by the
timeachild reachesthe age of 6. Thegoal of theWis-
consin Department of Health and Family Services
(DHFS) for the year 2000 is “to increase to 90% the
proportion of children aged birth through 5 yearswho
receivewel|-child assessmentsthrough aHea thCheck
exam."?

1997 HealthCheck Services

HealthCheck visitsare especially important in thefirst
yearsof lifeto ensurethat children receivetimely as-
sessmentsto avoid medical conditionsthat could have
long-term consequencesiif they do not receive early
atention.

The percent of eligibles screened per eligible-year for
children ages0-5 yearsin 1996 was approximately 80%.
The 1997 percent of digiblesscreened per digible-year,
for the same age group, was approximately 94%. This

Graph 4.1
Percent of digibles receiving a HealthCheck
screen per eligible-year, by age, Milwaukee and
other counties, 1997
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Number of HealthCheck visits per eligible-year,
by age, Milwaukee and other counties, 1997
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probably reflects both an increase in services deliv-
ered and increased administrative efficiency in report-

ing.

The HMOs provide more HealthCheck services per
eligible-year for preschool age children. The Health-
Check recommendations support agreater intensity of
HealthCheck services within the early years of life.
Graph 4.1 showsthat HMOs deliver agreater inten-
sity of HealthCheck visitsper ligiblerecipientinthe
preschool years, consistent with the following federal
reporting recommendations. Graph 4.2 showsacom-
parable number of HealthCheck visits per digible-year
for Milwaukee County and other counties.
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Federa reporting recommendationsincludesix Hedlth-
Check visitswithinthefirst year, and 1.2 visits per year
for children ages 1 to 5 years. Thistranslates to two
visits per year for children ages0to 5. Thiscompares
tothereported all-HMO average of 1.5 HealthCheck
visitsper digible-year for the 0- to 5-year-old age group.
Thesedatado not include those HealthCheck visitsob-
tained at public hedlth clinicsthat werenot billed to the
member’ sHMO.

The 1997 average of 1.5 HeathCheck visits per €li-
gible-year for children agesO0-5isgreater thanthe 1996
HMO average of 1.36 for the same age group.

Federd reporting requirementsfor ages 614 and ages
1520 are 0.56 visitsand 0.50 visits per year, respec-
tively. Thiscomparestothe WisconsnMedicadHMOs
provision of 0.35 visits per eligible-year to the 6-14
year-old age group, and 0.23 visits per eligible-year to
the 15-20year-old agegroup. Again, thisnumber does
not include visitswhich may have occurred related to
non-HealthCheck visits, or servicesprovided by public
agencieswho do not bill themember’sHMO.

Milwaukee County HMOs

The number of HealthCheck screens per dligible-year
for children ages 0-5in Milwaukee County for 1996
and 1997 is presented in Graph 4.3. All HMOs that
participated in Medicaid for both yearsincreased the
number of screens per digible-year, with the average
increasing from 1.35in 1996 t0 1.49in 1997.

Screens

Graph 4.3
Average number of HealthCheck screens per
eligible-year for Milwaukee County, ages 0-5,
1996 and 1997
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Average number of HealthCheck screens per eligible-year for other counties, ages 0-5, 1997
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Other County HMOs

The number of HealthCheck screens per eligible-year
for children ages 0-5 in other countiesis presented in
Graph 4.4. The HealthCheck visits ranged from less
than one visit per eligible-year to over two visits per
eligible-year. For HMOs in the rest of the state, the
HealthCheck servicesaveragewas 1.49 visits per €li-
gible-year, whichisidentical tothe Milwaukee County
average.

Summary

In Wisconsin Medicaid HM Os, approximately 94% of
digiblesare screened per digible-year through Hedl th-
Check services at an early age (0-5 years). The per-
cent of children who received aHealthCheck service
andtherate of screening were higher in 1997 than 1996.
The recommended frequency of HealthCheck visits per
digible-year islessasthe child entersthe school years
and into early adulthood. Therate of HealthCheck ser-
vicesshowninthisreport followsthat pattern, but may
also beareflection of servicesprovided by the school
that are not reported to the HM Os.

1 A comprehensive HealthCheck screen includes:

¢ A comprehensive health and devel opmental history.

¢ A comprehensive physical exam.

* Appropriateimmunizations.

¢ Laboratory tests (including blood lead screening and
testing).

* Vision screening.

* Hearing screening.

* Oral assessment and referral to dentist at age 3.

2 Strategic business plan: Department of Health and
Family Services, 1996-2001. September, 1996.
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Access and Service
Children’s Health

HealthCheck and
Non-HealthCheck Visits

Accessto Care

Non-HedthCheck vigt utilization datavery likely mea
sure non-preventive care visits received by children
enrolled in AFDC/Healthy Start Medicaid. Assuch,
these visits are an indication of the ease with which
children receiveroutine and acute care. The availabil-
ity of non-HealthCheck visitshel psestablish aprimary
care"“medica home’ for childrenenrolledinthe AFDC/
Healthy Start Medicaid program. The availability of
primary careisessentia to children’ swell-being. The
AAPdefines primary care as* accessible and afford-
able, firgt contact, continuousand comprehensive, and
coordinated to meet the health needs of theindividua
and family being served.”*

Non-HealthCheck Visits per Eligible-Year —
Milwaukee County and Non-Milwaukee
County

Graph 4.5 shows that the non-Milwaukee County
HMOsdelivered dightly more non-Health Check vis-
its than did the Milwaukee County HMOs, with the
exception of thelessthan one-year-old group of recipi-
ents. All theHMOs provided an average of 2.57 visits
per eligible-year for ages 0-20, compared to an aver-
age of 2.4 non-HealthCheck visits per eligible-year in
1996. This increase may reflect increased provider
sarvicesand administrative efficiency and datareport-
ing stimulated by Division of Health Care Financing
(DHCF) datavalidity auditsand technical assistance.

Milwaukee County Non-HealthCheck Visits®
Graph 4.6 showsthe average number of non-Health-
Check visits per eligible-year for Milwaukee County
HMOsin 1996 and 1997. Therewasadight riseinthe
number of non-HealthCheck visitsfor the entire age
group 0-20 yearsfrom 1996 to 1997.

Graph 4.5
Number of non-HealthCheck visits
per eligible-year by ages, Milwaukee and
other counties, 1997
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Combined HealthCheck and Non-
HealthCheck Visits — Milwaukee County and
Other Counties

In 1996, the HM Os provided an average of 3.1 com-
bined HealthCheck and non-HealthCheck visits per
enrollee, per eigible-year. In 1997 the number was 3.3
visits. When all visits are combined, the Milwaukee
County HMOs provided dightly fewer servicesper dli-
gible-year than the other countiesHM Osintherest of
the state (Graph 4.7).

The number of enrollee visits per eligible-year isan
indicator of an HM O’ s ability to deliver primary care
sarvicesto enrolled children. Taken in conjunction with
the number of enrollee emergency room visits per eli-
gible-year, thisinformation may beuseful inestimating
theavailability of primary careprovidersto seeenroll-
eesfor acute problems.®

Milwaukee County Combined HealthCheck
and Non-HealthCheck Visits

Graph 4.8 showsthe number of combined HealthCheck
and non-HealthCheck visits for Milwaukee County
enrolleesin 1996 and 1997. Asgraph 4.8illustratesfor
HMOsthat participated in 1996 and 1997, Milwaukee
County enrollees had more combined visitsin 1997.

Graph 4.7
Number of combined HealthCheck and non-
HealthCheck visits per eligible-year, Milwaukee
and other counties, ages 0 to 20, 1997
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Graph 4.9
Other counties rate of combined HealthCheck and non-HealthCheck visits per eligible-year, ages 0-20,
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Other Counties Combined HealthCheck and * PW. Newacheck, J.J. Stoddard, D.C. Hughes, M. Pearl,
Non-HealthCheck Visits “Health Insurance and Accessto Primary Care For

Non-Milwaukee County enrol lees receive combined Children.” New England Journal of Medicine 1998; 338:

HealthCheck and non-HealthCheck visitsranging from S13-518.

two to five visits per eligible-year. On average the 2 Non-HealthCheck datafrom Managed Health Services
HMOsprovidea“medica home” for childrenwith rea Ia:éil mzi icriﬁivsverre Ol’ll,ltrl] io err|s rf(t)rr] eligg g?_'d ngzv ne(:t ]
e e e measred Network Healtth?aFn)n did not contract for the enti}age year
Zygl;eelthCheck and non-Heal thCheck services (Graph 1006 s S ot i ool udod,

8 D.S. Canning, J.J. Alpert, H. Bauchner, “ Care-Seeking
Patterns of Inner-City Families Using an Emergency
Summar Yy Room.” Medical Care, 1996; 12:117.

Compared to 1996, the HM Osreport small, but consis
tent, increasesin HealthCheck visits per digible-year
providedin1997. Thisprobably reflectsboth anincrease
in actual service provision and improved datareport-

ing.
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ccess and Service
Children’s Health

Dental Care

Tooth decay isone of the most prevalent preventable
chronic diseases of childhood. Facial appearance, sdlf-
esteem, the ability to eat and speak, and freedom from
dental discomfort all depend heavily on oral health.
According to the Centersfor Disease Control and Pre-
vention (CDC), 17% of U.S. children will experience
tooth decay between two and four years of age.r Mi-
nority populationsand low-income groupsare often out-
sidethetraditional system of dental care and havethe
|east accessto preventive care and treatment services.
Among low-income children, up to 80% of tooth decay
remainsuntreated, resulting in pain, dysfunction and
atered appearance.

Improving oral health requiresrepair of dental caries,
treatment of dental disease and use of proven preven-
tive strategies. Over the past 50 years much hasbeen
accomplished in reducing dental decay through water
fluoridation. In Wisconsin, 63% of the populationis
served by water systemswith optimal fluoride content.?
Themagjority of dental cariesin children occur ontooth
surfaces that can be protected by the application of
dental sedlants.

National Healthy People 2000 goalsaimed at prevent-
ing dental cariesin childreninclude:

*  90%of childrenage5will havevisited adentistin
the past year.

* 50% of children ages8-14 will have dental seal-
ants.

INn 1997 Wisconsin Medicaild HMOswere asked to re-
port dental examinationsand preventivedental services.
Dentd activity for only Milwaukee County HMO en-
rollessisincluded inthisreport sincethesmall number
of HMOsthat elect to provide dental servicesin other
counties makesreporting of utilization datafor HMO
enrolleesin other counties problematic.

Dental Exams — Milwaukee County Enrollees
Dentd examsfor Milwaukee County enrolleesremained
relatively stable between 1996 and 1997. (See Graph
4.10) The data reflects dental examsthat did not in-
clude preventive dental carevisitsor vistswhen ased-
ant was applied.

Graph 4.10

Percent of enrollees receiving dental exams per
eligible-year, ages 0-20, Milwaukee County,

1996 and 1997
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Preventive Dental Services— Milwaukee
County Enrollees

Graph 4.11 showsthepercent of eligiblerecipientsre-
ceiving preventative dental services per eigible-year
for 1996 and 1997 in Milwaukee County HMOs. There
was little change between years. The data must be
interpreted with caution sinceit includesall enrollees
ages 020, but children less than three years old are
ordinarily not provided dental careand areunlikely to
haveadentd visit.

Summary

A low rateof dental serviceddivery iscommonin most
Medicaid programsin the United States. The DHCF is
working to encourage provider participation, and to
eliminatefactorsthat result in low rates of service uti-
lization by enrollees.

1 Centersfor Disease Control and Prevention. CDC'sOrd
Health Program. At-A-Glance, 1998.

2 Wisconsin Public Water Supply Fluoridation Census,
1996.
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Graph 4.11
Percent of eligibles receiving preventive dental
servicesper eligible-year, ages 0-20, Milwaukee
County, 1996 and 1997
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Access and Service
Women’s Health

Pap Testing

The purpose of performing cervical cancer screening
isto detect precancerous|lesions. Detection and treat-
ment of precancerous cervica lesionsidentified by Pap
testing can actually prevent cervical cancer. Over the
past severa decadesthere hasbeen amarked decrease
intheincidence of invasive cervical cancer. When de-
tected at an early stage, invasive cervical cancer is
one of the most successfully treatable cancers, with a
5-year survival rate of 91% for localized cancers.!

Still, itisestimated that nationally 13,700 new cases of
invasivecervica cancer will bediagnosedin 1998, and
4,900 women will dieof the disease.?

Cervical cancer isclosdly linked to sexua behavior and
sexually transmitted infections. Women at high risk of
developing cervical cancer includefemal eswho have
first intercourse at an early age, multiple sexua part-
ners, or partners who have had multiple sexual part-
ners.

In 1996, there were 820 new cases of cervical cancer
reported to the Wisconsin Cancer Reporting System.
Of those reported cases, 80% were in women 20-49
years of age.*

Milwaukee County HMO Pap Testing Rates
The percent of women, ages 15-20, who received a
Pap test in Milwaukee County in 1996 and 1997 isdis-
playedin Graph 4.12. HM Oswith 35 or fewer number
of eligible-yearswere excluded because the numbers
weretoo small to bereliable. Theratesin 1997 ranged
from 39.0%t0 83.5%. In 1997, the percent of dligibles
receiving aPap test per eligible-year for women ages
15-20 served by Milwaukee County HMOswas 51.1%
compared to 40.8% in 1996. The increase may be a
reflection of improved service and more accurate cod-
ing and reporting.

A comparableincrease was noted for women 21 and
older. In 1996, therate was 42.9% whilethe rate was
52.8%in 1997 (see Graph 4.13).

Percent
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Graph 4.12°

Percent of eligiblesreceiving a Pap test, per
eligible-year, Milwaukee County, ages 15-20,
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Percent of eligiblesreceiving a Pap test per
eligible-year, Milwaukee County, ages 21 and
older, 1996 and 1997
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Graph 4.14°
Percent of eligibles receiving Pap tests per eligible-year for HMOsin other counties, 1997
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Pap test rates per eligible year for women ages 15-20
served by HMOsin other countiesin 1997 ranged from
15.7%t0 61.7% with an average of 38.6%. For women
ages 21 and older the rates per eligible-year ranged
from 23.8%t0 59.2% with an average of 42.3% (Graph
4.14).

Overdll, the Pap test rate for HMOs in Milwaukee
County was higher than the rate in other counties
(Greph4.15).

Summary

Overall, therewas an increasein Pap testing in 1997
compared to 1996. There was a higher rate of Pap
testing both for adolescent and adult women in Mil-
waukee County than el sewhere.

1 American Cancer Society, Cancer Factsand Figures,
1996: Uterus (Cervix) Cancer.

2 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

8 American Cancer Society, Cancer Factsand Figures,
1996: Uterus (Cervix) Cancer.

4 Wisconsin Cancer Incidence and Mortality, 1996.
Bureau of Health Information
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Graph 4.157
Milwaukee County and other counties HMO Pap
test rates per eligible-year,
by age group, 1997
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5 Network Health Plan is excluded because the number of
eligible-yearsistoo small for rates to be statistically
vaid.

8 Compcareisexcluded asanoutlier. Family Health Plan
is excluded because the number of eligible-yearsistoo
small for ratesto be statistically valid.

” HMOswith 35 or fewer number of digible-yearswere
excluded.
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Access and Service
Women’s Health

Mammography

Excluding skin cancer, breast cancer isthemost preva:
lent and most significant cancer risk among womenin
theUnited States. Nationdly, itisestimated that 178,700
new cases of breast cancer will bediagnosed in 1998
and 43,900 women will die of thedisease.* In Wiscon-
sin, breast cancer accountsfor over 31% of dl femae
cancer cases. |n 1996 there were 3,857 new cases of
breast cancer reported to the Wisconsin Cancer Re-
porting System. Sixty-eight percent of the caseswere
diagnosed in the early stages while 28% were diag-
nosed in the more advanced stages. 2

Mammography isthe best way to detect breast cancer
initsearliest stages. Mammography detects cancer an
averageof 1.7 yearsbeforeit can befelt by aclinica
breast examination.® Survival ratesfrom breast cancer
increase with earlier detection. Thefive-year national
survival rateis 97% when breast cancer isdiagnosed
whenitislocalized to the breast.*

According to the National Cancer Institute, national
statistics for 1994 indicated that white women were
more likely to develop breast cancer than African-
American women. However, thereisadisproportion-
ate number of deaths among women of minority and
low-income groups. The incidence of breast cancer
increaseswith age. Nearly 80% of breast cancersoc-
cur among women 50 years of age or older.®

Mammography in Women Age 50 and Over
Comparison of 1997 and 1996 dataisvery limited due
tothesmall number of femaleMedicaid recipientsover
the age of 50. Thereare only approximately 1,000 fe-
male Medicaid recipients served by theHM Osinthis
age category, with morethan half of them being served
by Milwaukee County. Therefore, data are not pro-
vided for HM Osin other counties.

Datafor Milwaukee County HM Oswith 35 or fewer
eligible-years for women age 50 and over were ex-
cluded from Graph 4.16. The percent receiving amam-
mogram per digible-year for women ages 50 and ol der

Graph 4.16°
Percent of eligibles receiving a mammogram per
eligible-year in women ages 50 and older,
Milwaukee County, 1996 and 1997
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in Milwaukee County ranged from 20.3% to 50% with
anaverage of 27.4%. Dueto the small number of Med-
icaid women over age 50, it isdifficult to draw conclu-
sionsregarding the performance of specificHMOs.

! Centers for Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

2 Wisconsin Cancer Incidence and Mortality, 1996.
Bureau of Health Information.

3 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

4 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

5 Wisconsin Cancer Reporting System, Breast Cancer
Information Summary.

& FAM for 1996 and 1997 and MHSfor 1996 were ex-
cluded because the number of eligible-yearsistoo small
to be statistically valid.
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Access and Service
General Health

Emergency Room Visits Graph 4.17
Wisconsin residents visited an emergency room (ER) Average number of emergency room visits per
an estimated 699,000 timesin 1996, according to the eligible-year without admission, all ages,
1996 Wisconsin Family Health Survey.! Emergency Milwaukee and other counties, 1997
room utilization rates based on this self-reported sur- 08
vey were higher for children, the poor, those less edu-
cated, and those who were unemployed or children liv- 08F 51 0.49
ing with unemployed adults. Peoplelivingin poverty 1,2, 046 '
were more likely to have been treated in the ER at S 04r
least threetimesin one year. 02k
Emergency Room Visits Without an Admission 00 piiwaukee — Other  Statewide
AnERvisit that isnot followed by an admission may County Counties  HMO Average
indicate a “non-emergency” and represent a health
problem that ideally could have been better served by Emergency Room Visits Without Admission by
avisit to aprimary care doctor if addressed earlier. Age Group
Thereported number of ER visitswithout an admis- Graph 4.18 shows the average number of ER visits
sion per eligible-year in 1997 is nearly identical for without admission per eligible-year for Milwaukee
HMOsinMilwaukee County and other counties (Graph County. Typicaly, 6- to 14-year-olds had the |owest
4.17). rate of ER visits, with higher ratesfor children ages0-
5years. Ratesincreased again after age 15.
Graph 4.18

Average number of emergency room visits without admission per eligible-year, by age and HMO,
Milwaukee County, 1997
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Emergency Room Visits Without Admission —
Milwaukee County HMOs

Graph 4.19 showsthat each of the Milwaukee County
HMOshasafairly stablerate of ER visitsnot resulting
in admissions per eligible-year. Thisstability may re-
flect thelong period of timethat HM Osin Milwaukee
County have participated inMedicaid.

Graph 4.19

Average number of emergency room visits per
eligible-year without admission, all ages,
Milwaukee County, by HMO, 1996 and 1997
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Theaverage number of visits per eligible-year without o7k = 3 -
admission for Milwaukee County HMOsis0.58. il E © E § 0
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Emergency room usefor enrolleesin HMOsintherest 205 S
of the stateis shown in Graph 4.20. The average for o4
thisgroupis0.46 ER visitswithout admission per €li- 03 Q §
gible-year. Thisrateisdlightly lessthan that seenfor 02 S
the Milwaukee County enrollees, suggesting that the
rate of ER utilization in the HMOs who are new to )
Wisconsin Medicaid isnot atypical. Emergency room 007 s FAM  HUM MHS MXC NET  PRC
utilization and the avail ability of primary care provider HMO
visits should reflect access to care for non-specialty
health care needs.
1 Wisconsin Family Health Survey 1996, pp 37-39. Bureau

of Health Information, Wisconsin Department of Health

and Family Services.

Graph 4.20

Average number of emergency roomvisits per eligible-year without admission, all ages,
other counties, by HMO, 1997
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Access and Service
General Health

Primary Care Visits

Enrolleeswho are ableto seeaprimary care provider
for routine health care needs should have fewer ER
visits. Routine health care needsfor such problemsas
headaches, earaches, and abdominal pain aretypicaly
assessed inthe primary care provider’ soffice, and only
those of a more serious nature would be referred to
the ER for eva uation and admission.

Graph 4.21 showsthe 1997 HMO averagerate of pri-
mary care provider visitsper eligible-year for al ages
is2.54. The 1996 HMO average for these visitswas
2.51. The non-Milwaukee County enrollees had more
visitsper digible-year than did the Milwaukee County
enrollees.

Graph 4.22 showsthe primary carevisits per digible-
year for the Milwaukee County HMO enrollees. The
1997 averagefor thisgroup is 2.47 visits per eigible-
year, the 1996 averagewas 2.51 visits per digible-year.
TheMilwaukee County enrolleeshavefairly stablepri-
mary carevisitsand ER visitswithout admission, sug-
gesting that access for routine careis stable for this
group of experienced Wisconsin Medicaid managed
care groups. While thereisvariation in both entities
between HMOs, there is a fairly stable intraaHMO
environment.

In Graph 4.23, the number of visitsper digible-year for
HMO enrolleesintherest of the stateisshowntorange
from 2.07 to 3.47 visits, with an average of 2.62 visits.
Thisaverage comparesfavorably with the average of
2.47 visitsper eigible-year for the Milwaukee County
HMO enrollees.

Again, thesefiguresmust beinterpreted with the knowl-
edge that, on average, Milwaukee County enrollees
wereinasingle HMO for alonger period of timein
1997 than were the enrolleesin other countiesHM Os
(8.8 monthsversus 6.8 months. See Table 2.1).

Visits

Graph 4.21
Primary carevisitsper eligible-year, all ages,
Milwaukee and other counties, 1997
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Graph 4.23
Primary carevisits per eligible-year, other counties HMOs, all ages, 1997
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Summary

Accessto primary care physiciansfor routine health
care appearsto be adequate for Wisconsin Medicaid
enrollees. Slightly more servicesare provided for non-
Milwaukee County enrollees. At the sametime, there
isno evidencethat ER visitswithout admission have
increased within any specificHMO.
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Section 4

Access and Service

TheMedicaid Aid to Familieswith Dependent Children (AFDC)/Hed thy Start popu-
|ation representsayoung, predominately femal e segment of the Wisconsin popula-
tion. Servicesthat areimportant in promoting and maintaining health for thisgroup
of Medicaid recipientsinclude wellness checksfor children, routine office carefor
al age groups, preventive denta carefor children, Pap tests, mammography, and
accessto required emergency care.

HealthCheck isthe service Wisconsin Medicaid providesto promote and maintain
the health of children. Routine office careis measured by non-HealthCheck visits
for dl agegroups. Routine office visits estimate the ease with which thispopul ation
isableto accessroutine and acute care through a“ medical home.”

Preventive dental servicesfor children are especially important to prevent poor
dental function asthe child matures. Timely, adequate preventive dental services
are cost-effectivein preventing significant dental malfunction, and the attendant
unwanted health careissues.

Pap testing isespecially important in early detection and treatment of cervical can-
cer. At the sametime, routine examination will permit early detection of related
gynecol ogic problemsbefore serious, and permanent, health concernsarise. Mam-
mography is meaningful to thispopulation eventhough most Medicaid enrolleesare
significantly younger than the general population. Theability to detect breast lesons
early increasesthe efficacy of treatment.

Emergency careisavital component of services provided to any group of health
carerecipients. Theavailability and use of emergency medical caremay beused to
measure enrollees’ ease of accessto routine and acute care through their HMOs,
or the establishment of a“ medical home.” A “medical home’ should permit enroll-
eesto use emergency carein the most cost-effective manner.
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Access and Service
Children’s Health

HealthCheck Vidits

Components of HealthCheck Visits

Well-child assessments are an essential component in
meeting preventive health care needs of children en-
rolledin Wisconsin Medicaid. In Wisconsin, federally
prescribed well-child assessments are called Health-
Checks.! HealthCheck permits providersto evaluatea
child’ sphysical, cognitive, socid, and emotional devel-
opment, identify preventable problems, screen for po-
tential risk factors, provide appropriateimmuni zations
and makereferralsto providersand health care agen-
ciesto meet the child’ s health needs. Children ages 3
and older are referred for preventive and necessary
dental care. HealthCheck also provides an opportunity
for identifying children at risk for elevated |ead blood
levels, neglect, abuse, and dietary problems, aswell as
providean opportunity for teaching and counseling par-
ents.

Freguency of HealthCheck Visits

The schedul e of periodic exams adopted for Health-
Check isbased on recommendations by the American
Academy of Pediatrics (AAP). A total of 12 Health-
Check exams are recommended to be given by the
timeachild reachesthe age of 6. Thegoal of theWis-
consin Department of Health and Family Services
(DHFS) for the year 2000 is “to increase to 90% the
proportion of children aged birth through 5 yearswho
receivewel|-child assessmentsthrough aHea thCheck
exam."?

1997 HealthCheck Services

HealthCheck visitsare especially important in thefirst
yearsof lifeto ensurethat children receivetimely as-
sessmentsto avoid medical conditionsthat could have
long-term consequencesiif they do not receive early
atention.

The percent of eligibles screened per eligible-year for
children ages0-5 yearsin 1996 was approximately 80%.
The 1997 percent of digiblesscreened per digible-year,
for the same age group, was approximately 94%. This

Graph 4.1
Percent of digibles receiving a HealthCheck
screen per eligible-year, by age, Milwaukee and
other counties, 1997
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Graph 4.2

Number of HealthCheck visits per eligible-year,
by age, Milwaukee and other counties, 1997
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probably reflects both an increase in services deliv-
ered and increased administrative efficiency in report-

ing.

The HMOs provide more HealthCheck services per
eligible-year for preschool age children. The Health-
Check recommendations support agreater intensity of
HealthCheck services within the early years of life.
Graph 4.1 showsthat HMOs deliver agreater inten-
sity of HealthCheck visitsper ligiblerecipientinthe
preschool years, consistent with the following federal
reporting recommendations. Graph 4.2 showsacom-
parable number of HealthCheck visits per digible-year
for Milwaukee County and other counties.
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Federa reporting recommendationsincludesix Hedlth-
Check visitswithinthefirst year, and 1.2 visits per year
for children ages 1 to 5 years. Thistranslates to two
visits per year for children ages0to 5. Thiscompares
tothereported all-HMO average of 1.5 HealthCheck
visitsper digible-year for the 0- to 5-year-old age group.
Thesedatado not include those HealthCheck visitsob-
tained at public hedlth clinicsthat werenot billed to the
member’ sHMO.

The 1997 average of 1.5 HeathCheck visits per €li-
gible-year for children agesO0-5isgreater thanthe 1996
HMO average of 1.36 for the same age group.

Federd reporting requirementsfor ages 614 and ages
1520 are 0.56 visitsand 0.50 visits per year, respec-
tively. Thiscomparestothe WisconsnMedicadHMOs
provision of 0.35 visits per eligible-year to the 6-14
year-old age group, and 0.23 visits per eligible-year to
the 15-20year-old agegroup. Again, thisnumber does
not include visitswhich may have occurred related to
non-HealthCheck visits, or servicesprovided by public
agencieswho do not bill themember’sHMO.

Milwaukee County HMOs

The number of HealthCheck screens per dligible-year
for children ages 0-5in Milwaukee County for 1996
and 1997 is presented in Graph 4.3. All HMOs that
participated in Medicaid for both yearsincreased the
number of screens per digible-year, with the average
increasing from 1.35in 1996 t0 1.49in 1997.

Screens

Graph 4.3
Average number of HealthCheck screens per
eligible-year for Milwaukee County, ages 0-5,
1996 and 1997
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Graph 4.4
Average number of HealthCheck screens per eligible-year for other counties, ages 0-5, 1997
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Other County HMOs

The number of HealthCheck screens per eligible-year
for children ages 0-5 in other countiesis presented in
Graph 4.4. The HealthCheck visits ranged from less
than one visit per eligible-year to over two visits per
eligible-year. For HMOs in the rest of the state, the
HealthCheck servicesaveragewas 1.49 visits per €li-
gible-year, whichisidentical tothe Milwaukee County
average.

Summary

In Wisconsin Medicaid HM Os, approximately 94% of
digiblesare screened per digible-year through Hedl th-
Check services at an early age (0-5 years). The per-
cent of children who received aHealthCheck service
andtherate of screening were higher in 1997 than 1996.
The recommended frequency of HealthCheck visits per
digible-year islessasthe child entersthe school years
and into early adulthood. Therate of HealthCheck ser-
vicesshowninthisreport followsthat pattern, but may
also beareflection of servicesprovided by the school
that are not reported to the HM Os.

1 A comprehensive HealthCheck screen includes:

¢ A comprehensive health and devel opmental history.

¢ A comprehensive physical exam.

* Appropriateimmunizations.

¢ Laboratory tests (including blood lead screening and
testing).

* Vision screening.

* Hearing screening.

* Oral assessment and referral to dentist at age 3.

2 Strategic business plan: Department of Health and
Family Services, 1996-2001. September, 1996.
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Access and Service
Children’s Health

HealthCheck and
Non-HealthCheck Visits

Accessto Care

Non-HedthCheck vigt utilization datavery likely mea
sure non-preventive care visits received by children
enrolled in AFDC/Healthy Start Medicaid. Assuch,
these visits are an indication of the ease with which
children receiveroutine and acute care. The availabil-
ity of non-HealthCheck visitshel psestablish aprimary
care"“medica home’ for childrenenrolledinthe AFDC/
Healthy Start Medicaid program. The availability of
primary careisessentia to children’ swell-being. The
AAPdefines primary care as* accessible and afford-
able, firgt contact, continuousand comprehensive, and
coordinated to meet the health needs of theindividua
and family being served.”*

Non-HealthCheck Visits per Eligible-Year —
Milwaukee County and Non-Milwaukee
County

Graph 4.5 shows that the non-Milwaukee County
HMOsdelivered dightly more non-Health Check vis-
its than did the Milwaukee County HMOs, with the
exception of thelessthan one-year-old group of recipi-
ents. All theHMOs provided an average of 2.57 visits
per eligible-year for ages 0-20, compared to an aver-
age of 2.4 non-HealthCheck visits per eligible-year in
1996. This increase may reflect increased provider
sarvicesand administrative efficiency and datareport-
ing stimulated by Division of Health Care Financing
(DHCF) datavalidity auditsand technical assistance.

Milwaukee County Non-HealthCheck Visits®
Graph 4.6 showsthe average number of non-Health-
Check visits per eligible-year for Milwaukee County
HMOsin 1996 and 1997. Therewasadight riseinthe
number of non-HealthCheck visitsfor the entire age
group 0-20 yearsfrom 1996 to 1997.

Graph 4.5
Number of non-HealthCheck visits
per eligible-year by ages, Milwaukee and
other counties, 1997
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Combined HealthCheck and Non-
HealthCheck Visits — Milwaukee County and
Other Counties

In 1996, the HM Os provided an average of 3.1 com-
bined HealthCheck and non-HealthCheck visits per
enrollee, per eigible-year. In 1997 the number was 3.3
visits. When all visits are combined, the Milwaukee
County HMOs provided dightly fewer servicesper dli-
gible-year than the other countiesHM Osintherest of
the state (Graph 4.7).

The number of enrollee visits per eligible-year isan
indicator of an HM O’ s ability to deliver primary care
sarvicesto enrolled children. Taken in conjunction with
the number of enrollee emergency room visits per eli-
gible-year, thisinformation may beuseful inestimating
theavailability of primary careprovidersto seeenroll-
eesfor acute problems.®

Milwaukee County Combined HealthCheck
and Non-HealthCheck Visits

Graph 4.8 showsthe number of combined HealthCheck
and non-HealthCheck visits for Milwaukee County
enrolleesin 1996 and 1997. Asgraph 4.8illustratesfor
HMOsthat participated in 1996 and 1997, Milwaukee
County enrollees had more combined visitsin 1997.

Graph 4.7
Number of combined HealthCheck and non-
HealthCheck visits per eligible-year, Milwaukee
and other counties, ages 0 to 20, 1997
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Graph 4.9
Other counties rate of combined HealthCheck and non-HealthCheck visits per eligible-year, ages 0-20,
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Other Counties Combined HealthCheck and * PW. Newacheck, J.J. Stoddard, D.C. Hughes, M. Pearl,
Non-HealthCheck Visits “Health Insurance and Accessto Primary Care For

Non-Milwaukee County enrol lees receive combined Children.” New England Journal of Medicine 1998; 338:

HealthCheck and non-HealthCheck visitsranging from S13-518.

two to five visits per eligible-year. On average the 2 Non-HealthCheck datafrom Managed Health Services
HMOsprovidea“medica home” for childrenwith rea Ia:éil mzi icriﬁivsverre Ol’ll,ltrl] io err|s rf(t)rr] eligg g?_'d ngzv ne(:t ]
e e e measred Network Healtth?aFn)n did not contract for the enti}age year
Zygl;eelthCheck and non-Heal thCheck services (Graph 1006 s S ot i ool udod,

8 D.S. Canning, J.J. Alpert, H. Bauchner, “ Care-Seeking
Patterns of Inner-City Families Using an Emergency
Summar Yy Room.” Medical Care, 1996; 12:117.

Compared to 1996, the HM Osreport small, but consis
tent, increasesin HealthCheck visits per digible-year
providedin1997. Thisprobably reflectsboth anincrease
in actual service provision and improved datareport-

ing.
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ccess and Service
Children’s Health

Dental Care

Tooth decay isone of the most prevalent preventable
chronic diseases of childhood. Facial appearance, sdlf-
esteem, the ability to eat and speak, and freedom from
dental discomfort all depend heavily on oral health.
According to the Centersfor Disease Control and Pre-
vention (CDC), 17% of U.S. children will experience
tooth decay between two and four years of age.r Mi-
nority populationsand low-income groupsare often out-
sidethetraditional system of dental care and havethe
|east accessto preventive care and treatment services.
Among low-income children, up to 80% of tooth decay
remainsuntreated, resulting in pain, dysfunction and
atered appearance.

Improving oral health requiresrepair of dental caries,
treatment of dental disease and use of proven preven-
tive strategies. Over the past 50 years much hasbeen
accomplished in reducing dental decay through water
fluoridation. In Wisconsin, 63% of the populationis
served by water systemswith optimal fluoride content.?
Themagjority of dental cariesin children occur ontooth
surfaces that can be protected by the application of
dental sedlants.

National Healthy People 2000 goalsaimed at prevent-
ing dental cariesin childreninclude:

*  90%of childrenage5will havevisited adentistin
the past year.

* 50% of children ages8-14 will have dental seal-
ants.

INn 1997 Wisconsin Medicaild HMOswere asked to re-
port dental examinationsand preventivedental services.
Dentd activity for only Milwaukee County HMO en-
rollessisincluded inthisreport sincethesmall number
of HMOsthat elect to provide dental servicesin other
counties makesreporting of utilization datafor HMO
enrolleesin other counties problematic.

Dental Exams — Milwaukee County Enrollees
Dentd examsfor Milwaukee County enrolleesremained
relatively stable between 1996 and 1997. (See Graph
4.10) The data reflects dental examsthat did not in-
clude preventive dental carevisitsor vistswhen ased-
ant was applied.

Graph 4.10

Percent of enrollees receiving dental exams per
eligible-year, ages 0-20, Milwaukee County,

1996 and 1997
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Preventive Dental Services— Milwaukee
County Enrollees

Graph 4.11 showsthepercent of eligiblerecipientsre-
ceiving preventative dental services per eigible-year
for 1996 and 1997 in Milwaukee County HMOs. There
was little change between years. The data must be
interpreted with caution sinceit includesall enrollees
ages 020, but children less than three years old are
ordinarily not provided dental careand areunlikely to
haveadentd visit.

Summary

A low rateof dental serviceddivery iscommonin most
Medicaid programsin the United States. The DHCF is
working to encourage provider participation, and to
eliminatefactorsthat result in low rates of service uti-
lization by enrollees.

1 Centersfor Disease Control and Prevention. CDC'sOrd
Health Program. At-A-Glance, 1998.

2 Wisconsin Public Water Supply Fluoridation Census,
1996.
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Graph 4.11
Percent of eligibles receiving preventive dental
servicesper eligible-year, ages 0-20, Milwaukee
County, 1996 and 1997
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Access and Service
Women’s Health

Pap Testing

The purpose of performing cervical cancer screening
isto detect precancerous|lesions. Detection and treat-
ment of precancerous cervica lesionsidentified by Pap
testing can actually prevent cervical cancer. Over the
past severa decadesthere hasbeen amarked decrease
intheincidence of invasive cervical cancer. When de-
tected at an early stage, invasive cervical cancer is
one of the most successfully treatable cancers, with a
5-year survival rate of 91% for localized cancers.!

Still, itisestimated that nationally 13,700 new cases of
invasivecervica cancer will bediagnosedin 1998, and
4,900 women will dieof the disease.?

Cervical cancer isclosdly linked to sexua behavior and
sexually transmitted infections. Women at high risk of
developing cervical cancer includefemal eswho have
first intercourse at an early age, multiple sexua part-
ners, or partners who have had multiple sexual part-
ners.

In 1996, there were 820 new cases of cervical cancer
reported to the Wisconsin Cancer Reporting System.
Of those reported cases, 80% were in women 20-49
years of age.*

Milwaukee County HMO Pap Testing Rates
The percent of women, ages 15-20, who received a
Pap test in Milwaukee County in 1996 and 1997 isdis-
playedin Graph 4.12. HM Oswith 35 or fewer number
of eligible-yearswere excluded because the numbers
weretoo small to bereliable. Theratesin 1997 ranged
from 39.0%t0 83.5%. In 1997, the percent of dligibles
receiving aPap test per eligible-year for women ages
15-20 served by Milwaukee County HMOswas 51.1%
compared to 40.8% in 1996. The increase may be a
reflection of improved service and more accurate cod-
ing and reporting.

A comparableincrease was noted for women 21 and
older. In 1996, therate was 42.9% whilethe rate was
52.8%in 1997 (see Graph 4.13).

Percent

Percent

Graph 4.12°

Percent of eligiblesreceiving a Pap test, per
eligible-year, Milwaukee County, ages 15-20,

1996 and 1997
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Percent of eligiblesreceiving a Pap test per
eligible-year, Milwaukee County, ages 21 and
older, 1996 and 1997
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Graph 4.14°
Percent of eligibles receiving Pap tests per eligible-year for HMOsin other counties, 1997
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Other counties HMO Pap Testing Rates

Pap test rates per eligible year for women ages 15-20
served by HMOsin other countiesin 1997 ranged from
15.7%t0 61.7% with an average of 38.6%. For women
ages 21 and older the rates per eligible-year ranged
from 23.8%t0 59.2% with an average of 42.3% (Graph
4.14).

Overdll, the Pap test rate for HMOs in Milwaukee
County was higher than the rate in other counties
(Greph4.15).

Summary

Overall, therewas an increasein Pap testing in 1997
compared to 1996. There was a higher rate of Pap
testing both for adolescent and adult women in Mil-
waukee County than el sewhere.

1 American Cancer Society, Cancer Factsand Figures,
1996: Uterus (Cervix) Cancer.

2 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

8 American Cancer Society, Cancer Factsand Figures,
1996: Uterus (Cervix) Cancer.

4 Wisconsin Cancer Incidence and Mortality, 1996.
Bureau of Health Information
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Graph 4.157
Milwaukee County and other counties HMO Pap
test rates per eligible-year,
by age group, 1997
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5 Network Health Plan is excluded because the number of
eligible-yearsistoo small for rates to be statistically
vaid.

8 Compcareisexcluded asanoutlier. Family Health Plan
is excluded because the number of eligible-yearsistoo
small for ratesto be statistically valid.

” HMOswith 35 or fewer number of digible-yearswere
excluded.
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Access and Service
Women’s Health

Mammography

Excluding skin cancer, breast cancer isthemost preva:
lent and most significant cancer risk among womenin
theUnited States. Nationdly, itisestimated that 178,700
new cases of breast cancer will bediagnosed in 1998
and 43,900 women will die of thedisease.* In Wiscon-
sin, breast cancer accountsfor over 31% of dl femae
cancer cases. |n 1996 there were 3,857 new cases of
breast cancer reported to the Wisconsin Cancer Re-
porting System. Sixty-eight percent of the caseswere
diagnosed in the early stages while 28% were diag-
nosed in the more advanced stages. 2

Mammography isthe best way to detect breast cancer
initsearliest stages. Mammography detects cancer an
averageof 1.7 yearsbeforeit can befelt by aclinica
breast examination.® Survival ratesfrom breast cancer
increase with earlier detection. Thefive-year national
survival rateis 97% when breast cancer isdiagnosed
whenitislocalized to the breast.*

According to the National Cancer Institute, national
statistics for 1994 indicated that white women were
more likely to develop breast cancer than African-
American women. However, thereisadisproportion-
ate number of deaths among women of minority and
low-income groups. The incidence of breast cancer
increaseswith age. Nearly 80% of breast cancersoc-
cur among women 50 years of age or older.®

Mammography in Women Age 50 and Over
Comparison of 1997 and 1996 dataisvery limited due
tothesmall number of femaleMedicaid recipientsover
the age of 50. Thereare only approximately 1,000 fe-
male Medicaid recipients served by theHM Osinthis
age category, with morethan half of them being served
by Milwaukee County. Therefore, data are not pro-
vided for HM Osin other counties.

Datafor Milwaukee County HM Oswith 35 or fewer
eligible-years for women age 50 and over were ex-
cluded from Graph 4.16. The percent receiving amam-
mogram per digible-year for women ages 50 and ol der

Graph 4.16°
Percent of eligibles receiving a mammogram per
eligible-year in women ages 50 and older,
Milwaukee County, 1996 and 1997
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in Milwaukee County ranged from 20.3% to 50% with
anaverage of 27.4%. Dueto the small number of Med-
icaid women over age 50, it isdifficult to draw conclu-
sionsregarding the performance of specificHMOs.

! Centers for Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

2 Wisconsin Cancer Incidence and Mortality, 1996.
Bureau of Health Information.

3 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

4 Centersfor Disease Control and Prevention. The
National Breast and Cervical Cancer Early Detection
Program. At-A-Glance, 1998.

5 Wisconsin Cancer Reporting System, Breast Cancer
Information Summary.

& FAM for 1996 and 1997 and MHSfor 1996 were ex-
cluded because the number of eligible-yearsistoo small
to be statistically valid.
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Access and Service
General Health

Emergency Room Visits Graph 4.17
Wisconsin residents visited an emergency room (ER) Average number of emergency room visits per
an estimated 699,000 timesin 1996, according to the eligible-year without admission, all ages,
1996 Wisconsin Family Health Survey.! Emergency Milwaukee and other counties, 1997
room utilization rates based on this self-reported sur- 08
vey were higher for children, the poor, those less edu-
cated, and those who were unemployed or children liv- 08F 51 0.49
ing with unemployed adults. Peoplelivingin poverty 1,2, 046 '
were more likely to have been treated in the ER at S 04r
least threetimesin one year. 02k
Emergency Room Visits Without an Admission 00 piiwaukee — Other  Statewide
AnERvisit that isnot followed by an admission may County Counties  HMO Average
indicate a “non-emergency” and represent a health
problem that ideally could have been better served by Emergency Room Visits Without Admission by
avisit to aprimary care doctor if addressed earlier. Age Group
Thereported number of ER visitswithout an admis- Graph 4.18 shows the average number of ER visits
sion per eligible-year in 1997 is nearly identical for without admission per eligible-year for Milwaukee
HMOsinMilwaukee County and other counties (Graph County. Typicaly, 6- to 14-year-olds had the |owest
4.17). rate of ER visits, with higher ratesfor children ages0-
5years. Ratesincreased again after age 15.
Graph 4.18

Average number of emergency room visits without admission per eligible-year, by age and HMO,
Milwaukee County, 1997
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Emergency Room Visits Without Admission —
Milwaukee County HMOs

Graph 4.19 showsthat each of the Milwaukee County
HMOshasafairly stablerate of ER visitsnot resulting
in admissions per eligible-year. Thisstability may re-
flect thelong period of timethat HM Osin Milwaukee
County have participated inMedicaid.

Graph 4.19

Average number of emergency room visits per
eligible-year without admission, all ages,
Milwaukee County, by HMO, 1996 and 1997
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Theaverage number of visits per eligible-year without o7k = 3 -
admission for Milwaukee County HMOsis0.58. il E © E § 0
~

Emergency room usefor enrolleesin HMOsintherest 205 S
of the stateis shown in Graph 4.20. The average for o4
thisgroupis0.46 ER visitswithout admission per €li- 03 Q §
gible-year. Thisrateisdlightly lessthan that seenfor 02 S
the Milwaukee County enrollees, suggesting that the
rate of ER utilization in the HMOs who are new to )
Wisconsin Medicaid isnot atypical. Emergency room 007 s FAM  HUM MHS MXC NET  PRC
utilization and the avail ability of primary care provider HMO
visits should reflect access to care for non-specialty
health care needs.
1 Wisconsin Family Health Survey 1996, pp 37-39. Bureau

of Health Information, Wisconsin Department of Health

and Family Services.

Graph 4.20

Average number of emergency roomvisits per eligible-year without admission, all ages,
other counties, by HMO, 1997
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Access and Service
General Health

Primary Care Visits

Enrolleeswho are ableto seeaprimary care provider
for routine health care needs should have fewer ER
visits. Routine health care needsfor such problemsas
headaches, earaches, and abdominal pain aretypicaly
assessed inthe primary care provider’ soffice, and only
those of a more serious nature would be referred to
the ER for eva uation and admission.

Graph 4.21 showsthe 1997 HMO averagerate of pri-
mary care provider visitsper eligible-year for al ages
is2.54. The 1996 HMO average for these visitswas
2.51. The non-Milwaukee County enrollees had more
visitsper digible-year than did the Milwaukee County
enrollees.

Graph 4.22 showsthe primary carevisits per digible-
year for the Milwaukee County HMO enrollees. The
1997 averagefor thisgroup is 2.47 visits per eigible-
year, the 1996 averagewas 2.51 visits per digible-year.
TheMilwaukee County enrolleeshavefairly stablepri-
mary carevisitsand ER visitswithout admission, sug-
gesting that access for routine careis stable for this
group of experienced Wisconsin Medicaid managed
care groups. While thereisvariation in both entities
between HMOs, there is a fairly stable intraaHMO
environment.

In Graph 4.23, the number of visitsper digible-year for
HMO enrolleesintherest of the stateisshowntorange
from 2.07 to 3.47 visits, with an average of 2.62 visits.
Thisaverage comparesfavorably with the average of
2.47 visitsper eigible-year for the Milwaukee County
HMO enrollees.

Again, thesefiguresmust beinterpreted with the knowl-
edge that, on average, Milwaukee County enrollees
wereinasingle HMO for alonger period of timein
1997 than were the enrolleesin other countiesHM Os
(8.8 monthsversus 6.8 months. See Table 2.1).

Visits

Graph 4.21
Primary carevisitsper eligible-year, all ages,
Milwaukee and other counties, 1997
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Primary carevisits per eigible-year, Milwaukee
County HMOs, all ages, 1996 and 1997
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Graph 4.23
Primary carevisits per eligible-year, other counties HMOs, all ages, 1997
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Summary

Accessto primary care physiciansfor routine health
care appearsto be adequate for Wisconsin Medicaid
enrollees. Slightly more servicesare provided for non-
Milwaukee County enrollees. At the sametime, there
isno evidencethat ER visitswithout admission have
increased within any specificHMO.

DEPARTMENT OF HEALTH AND FAMILY SERVICES




Section S5

Staying Healthy

The principles of managed care as ahealth care delivery system rely on the con-
ceptsof promoting health and avoiding illness. These goasmay be viewed aslead-
ing to long-term cost savings, aswell asbeing quality of careindicators.

L ead screening of children at an early age may prevent thelong-term consequences
of untreated lead toxicity. ThechildrenintheAid to Familieswith Dependent Chil-
dren (AFDC)/Healthy Start popul ation may beat increased risk because of housing
conditions. It isimportant that |ead screening be carried out on apredictable sched-
ule so that early treatment may be carried out when necessary.

Preventingillnessthrough immunizationisaprincipleof public hedththatisacor-
nerstone of managed care. The need to provide and document timely immunization
to children isagoal shared by the Division of Health Care Financing (DHCF),
Medicaid HM Os, and the public health departments. Reporting onimmunizationsis
hampered by incompl ete data capture where private and public providers do not
have accessto asingle database. A god of the Wisconsin Immunization Registry is
to alleviate dataaccess and reporting problems.

Managing pregnancy to achieve successful birth outcomesisavita concernfor this
population because of the high percentage of women of childbearing agein this

population.
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Staying Healthy
Children’s Health

Lead Screening

L ead poisoning remainsan important threat tothe hedlth
of children. Lead can adversely affect all systems of
the body. A major concern for children exposed to lead
isthe devastating effect lead can have on the devel op-
ing brain. The outcome of children exposed to lead
depends on the amount of exposure and the age of the
child at the time of exposure. Exposure in the first
threeyearsof lifeisassociated with the most damage.
Very highlevelsof lead exposure may cause seizures,
comaand deathwhilelower levelsmay resultin devel -
opmental delays, learning disabilities, behavioral prob-
lems, impaired hearing and stunted growth. A verified
blood lead level of 20 ug/dl isthelevel abovewhich
treatment or intervention should be considered.

A recent national estimate showed that 21.9% of black
childrenlivinginlargecities, inhomesbuilt before 1950
containing lead-based paint, had elevated blood lead
levels.t According tothe1990 U.S. Census, 37 % of
all housingin Wisconsin was built before 1950.2 Itis
estimated that in the mid-70sin the U.S. as many as
40% of al American children under age5 had average
blood lead levels of 20 pg/dl.® By 1994, 4.4% of all
children ages 1-5 yearshad blood lead levelsof 10 g/
dl.* Thisdecreased prevalence of lead in children was
dueprimarily tothedimination of lead in paint and gaso-
line

Thefederal government requiresblood lead testing for
al Medicaid children at about age 1 and about age 2
years. Wisconsin requiresthat resultsof al lead test-
ing doneinthe state be reported to the Wisconsin Divi-
sion of Public Health Childhood L ead Poisoning Pre-
vention Program.

InWisconsinfor statefiscal year 1997, 6,187 children
less than 6 years of age who were screened had el-
evated lead blood levels of 10 m/dl or above. Sixty-
nine percent of childrenwith devated levelswerefound
toresidein Milwaukee County. Theblood level results
for the city of Milwaukee are depicted in Graph 5.1.
Of thechildren tested in Milwaukee, thevast majority
areminorities, and of these 68% were black.®

Therate of lead screening wastwice as high for Mil-
waukee County HM Os compared to HMOsintherest
of the state. As noted in Graph 5.2, the percent of
Milwaukee County Medicaid children tested for lead
ranged from 16.4%to 29.9% with an average of 27.4%
in 1997. Dueto marked delaysin claimsfor lab ser-
vicesand reporting of theresultsto HM Os, an under-
reporting of theresultshasoccurred. Tofacilitatehedth
careproviders' ability to monitor, treat and track Med-
icaid children with elevated lead levels, the DHCF has
been working with the L ead Poisoning Prevention Pro-
gramto join databases. Joining databaseswill improve
the accuracy of datareported aswell asalowing the
L ead Poisoning Prevention Program an opportunity for
working withHM Ostoimprove casefollow-upfor chil-
dren exposed tolead.

Graph 5.1
Blood |ead levelsfor children tested
for lead in Milwaukee, state fiscal year 1996/97
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Graph 5.2

Percent of Medicaid children under 6 years of age tested for lead per
eligible-year in Milwaukee County, 1996 and 1997
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1 Centersfor Disease Control and Prevention. Update:
Blood Lead Levels-United States, 1991-1994.
MMWR, February 21, 1997; Val. 46, No. 07: 141-146.

2 1990 U.S. Census.

3 Bellinger, David. “Longitudinal analysisof prenatal and
postnatal lead exposure and early cognitive develop-
ment.” New England Journal of Medicine. April 1987.
23:316(17): 1037-1043.

4 Centersfor Disease Control and Prevention. Update:
Blood Lead Levels-United States, 1991-1994.
MMWR, February 21, 1997; Vol. 46, No. 07; 141-146.

5 Wisconsin Childhood L ead Poisoning Prevention
Program, January 1998.
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taying Healthy
Children’s Health

| mmunizations

Vaccination Preventable IlInesses

Childhood immunizationshelp keep children enrolledin
the Wisconsin Medicaid Program healthy and effec-
tively avoid potential harmful effects of ten vaccine-
preventable diseases. Mead es, which typically cause
arash and high fever, can aso cause pneumonia, deaf-
nessor brain damage. Rubella(German Meades) isa
mild illness for children, but may cause a pregnant
woman who acquiresit to lose the baby or causethe
baby to have organic abnormditiesand developmental
disahilities. Many individualswho get poliowill be per-
manently paralyzed. Tetanus attacksthe nervous sys-
tem causing painful muscle spasmsand may resultin
death. Hepatitis B may cause chronic inflammation of
theliver and death asaresult of liver failure.

Barriersto | mmunization

During 1989-91, the United States experienced an out-
break of the vaccine-preventabledisease, meades. The
primary cause of such an outbreak or resurgence of a
vaccine preventabl e disease has not been thefailure of
thevaccineto protect, but rather thefailureto protect
thevulnerable popul ation by delivery of the necessary
vaccine at therecommended ages. Barriersexisting to
achieving full immunization of the vulnerable popula-
tioninclude both provider and recipient factors.

Eligibility to hedth carethrough Medicaid is moretran-
sient than the commercid population, leading to greater
difficulty with establishing a“ medica home.” Thelack
of a“medical home,” inturn, makesit difficult to pro-
videand monitor immunizations. A centralized, state-
wideimmunization registry isbeing planned. Thereg-
istry will assist health care providerswith thetask of
accurately monitoring theimmunization history of chil-
dreninWisconsin.

Vaccination Monitoring and Goals

Mead es, mumps, and rubella(MMR) vaccinaionisrec-
ommended once between 12 and 15 months of age,
and again between ages 4 and 6 years. This simple

Graph 5.3

Number of MMR vaccinations as percent of
expected, ages 8-24 months, 1997
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schedule of MM R vaccinations makesit areasonable
measure of immunizationsin general.

The Department of Health and Family Services
(DHFS) Strategic Business Plan Year 2001 goal is“to
increase to 90% the proportion of children who have
received their primary vaccinations by their second
birthday.”

Percent of Expected Measles, Mumps, and
Rubella Vaccinations

The 1996 and 1997 MMR vaccination ratesfor HMO
enrollees were reported for children, ages 8 — 24
months.

The Milwaukee County HM O average MMR vacci-
nation rate, reported as a percent of expected, was
66.3%. For all other counties, the rate was 56.5%
(Graph5.3).

Graph 5.4 showsthe MMR immunization rate asaper-
cent of expected immunizations for the Milwaukee
County HMO enrollees. Five out of six HMOspartici-
pating in Medicaid in 1996 and 1997 reported lower
ratesof MMR vaccinationsin 1997. HM Oswith lower
ratesin 1996 tend to have the lower ratesin 1997 as
well.

In 1996, the Milwaukee County HMO enrollees re-
celved MM R vaccinations at an average rate of 68.1%

DEPARTMENT OF HEALTH AND FAMILY SERVICES



of expected. In 1997 the average for Milwaukee
County HM O enrolleeswas 66.3%. The Milwaukee
County HMO MMR immuni zation rateremainssteble.

Therateof ddlivery of MMR vaccinationsto non-Mil-
waukee County HM O enrollees varied from approxi-
mately 27% to ahigh of approximately 84%. The av-
erage for the non-Milwaukee County enrollees was
approximately 56%, compared to approximately 66%
for Milwaukee County enrollees (Graph 5.5).

Graph 5.4

Number of MMR vaccinations as a percent of
expected, Milwaukee County, ages 8-24 months,

1996 and 1997*
[ REES
100 - [ ee7
] @~
o 2 o 2 by N
80 5 Ny
©
—
il

I Ly
MHS MXC NET PRC

HMO

CHS

HLUM

Therateof MM R vaccination does not include the ser-
vices delivered by public agencies that were not re-
ported or billed to the enrollee sHMO. Sincetherate
of HealthCheck servicesdelivered to thisagegroupis
nearly 95%, and HealthCheck servicesinclude are-
view of immunization status, itislikely that thereis
condderableunder-reporting of immunizations. Thedata
validity audits performed by the DHCF for each of the
participating HM Os suggests that there is under-re-
porting of resultsfrom serviceddivery outside of the
HMOsaswell asimproper coding of serviceswithin
the HM Os. Within the last year, several HMOs have
chosen immunizations as the topic for afocus study
and are exploring waysto improve both ddlivery and
recording of immunization services. The DHCF, in co-
operationwith participating HM Os, may beabletoiden-
tify a “best practice” which can be shared with all

Medicad providers.

Summary

The data showed that preventive health services for
children (lead screening and MMR vaccination) are
below standards with little change over 1996. Some
caution must be exercised when reaching this conclu-
sion because other agencies may providelead screen-
ing andimmunizations.

1 Network Health Plan did not contract for the entire year
in 1996 and is not included.

Graph 5.5
Number of MMR vaccinations as percent of expected, other counties, ages 8-24 months, 1997
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Staying Healthy
Women’s Health

Pregnancy and Birth Outcomes

TheMedicaid Program strivesto ensurethat all preg-
nant enrollees have accessto servicesthat will aidina
healthy birth outcome. Prenatal Care Coordination
(PNCC) programs have been used by the HMOs to
assesswomen at risk and provide health exams, hedlth
education, nutrition counseling and other hedlth promo-
tion activities. In 1997, seven of the HMOs chose to
study prenatal carein more depth by selectingit asa
topicfor their focus studies.

Inthe U.S,, one-third of al births between 1991-1995
weretowomen enrolled in Medicaid for at | east part
of their pregnancy.! The number of deliveriesto Wis-
consin Medicaid recipients served by HMOs nearly
doubled with 5,922 ddiveriesin 1996 and 11,319 ddliv-
eriesin 1997. The greatest increase occurred in non-
Milwaukee countiesdueto HM O expansion (Graph
5.6).

Maternal factors that have been found to be associ-
atedwithinfant mortality indudebeginning prenatal care
after thefirst trimester of pregnancy, being ateenager
or 40 yearsof ageor older, not completing high school,
being unmarried, and smoking during pregnancy.2 Many
of the Medicaid pregnant women exhibit one or more
of the maternal factors associated with infant mortal-

ity.

Eachyear inthe U.S., amost 500,000 teenagersgive
birth. The birth rate for Wisconsin teens aged 15-19
yearswas 37.6 births per 1,000 femal es compared to
the national rate of 54.7 hirths.® Teenagemothersare
morelikely than older mothersto not receive timely
prenata care, to smoke, and to have alow birth-weight
infant.*

In1997, of the 11,319 ddiveriesto enrollees, 3,767 births
wereto females 12-20 years old. Expressed as a per-
centage of all deliveries, the number of ddliveriesto
women ages 12-20 declined to 33.3% in 1997 from
36.8%1in 1996 (Graph 5.7).

Graph 5.6
Number of deliveries
[ REER
12000 - 11,319
] 1997
10000
BOOO [ 6,841
5,922
6000 4 117 2478
A000 -
2000 1,205
0™ Mitwaukes Other All HMOs
County Counties
Graph 5.7
Number of deliveries by age
B
[ roor
BO0D - 7,556
7000
G000 -
5000
4000 3,767 3,747
3000
2,177
2000
1000 =
o
Ages 12-20 Ages 21+

1 Amba, J.C., et al. Fertility, family planning and women's

health. National Center for Health Statistics, 1997.

2 Center for Disease Control and Prevention/National

Center for Health Statistics. Monthly Vital Statistics
Report, Val. 46, No. 12, Supp. Aug. 27, 1998.

3 Center for Health Statistics, Department of Health and

Family Services. Wisconsin Births and Infant Deaths,
199%.

4 National Vital Statistics System. Teenage Birthsin the

United States: National and State Trends, 1990-96 (PHS)
98-1120(4/30/98).
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Staying Healthy
Women’s Health

C-Section and Vaginal Births

Comparedto vaginal deliveries, cesarean sections (C- Graph 5.8
sections) have been associated with greater mortality,
morbidity, and longer lengths of hospital stays. From
197010 1995, therate of cesarean ddivery inthe United B 105
Statesrosefrom 5to0 21%.! Thegoal of the national

Healthy People 2000 initiativeisto reduce the cesar- L [] 1se7
ean rateto no morethan 15 per 100 deliveries. While

thenationa cesareanratewas21%in 1995, Wisconsin's 5 127 13.6 135
rate of 15.7 per 100 deliveries ranked as one of the
lowest inthenation.?

Percentage of deliveriesthat are C-sections,
1996 and 1997
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In 1997, the overall percentage of cesarean ddliveries Mimatoe—— Oher Al HMOs

to Medicaid recipients (12.0%) met the Healthy People County Counties

2000 godl. Thiswasadlight decreasefrom the 13.5%
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The low rates of cesarean deliveries hasto be inter- 14.7

preted with caution since the rates have not been ad- s 13.2 13.5
justed for risk factors and cannot be linked to compli- 42k 115 20
cation rates and birth outcomes. In conclusion, low
rates of cesarean deliveries are only desirable when
safevaginal deliveriescan beassured.

Percent

Vaginal Births After C-Section
In recent years, vaginal births after a C-section i}
(VBACS) delivery have been considered asafe option

for many women. Asthenumber of VBACSincrease,

sowill the number of reported complications. Therisks

of VBACS must be weighed against therisk of com-
plicationsfrom cesarean delivery.

Ages 12-20 Ages 21+ All Ages

Experts are now contending that strategies proposed
to reduce cesarean deliveries by increasing the num-
ber of vaginal deliveriesamong women who have had
cesarean deliveries and increasing the number of op-
erativevaginal deliveries, are associated with uterine
ruptures and neonatal trauma.®
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Theoverall rate of VBACS performed for HMO en-
rollessshowed adight increasewith 5.3%in 1997 com-
pared to 4.5% in 1996. Rates of VBACSwere higher
for non-Milwaukee county HM Os (6.0%) than Mil-
waukee County HM Os (4.1%) (Graph 5.10). Draw-
ing conclusionsfromthedataisdifficult without infor-
mation about outcomes among women undergoing
VBACSand complicationratesin both the mother and
the neonate.

Summary

The C-section rate continues to meet federal goals.
There were fewer C-sections in Milwaukee County
than in the rest of the state. This could be because
Milwaukee County isurban and delivery servicesare
incloser proximity thanin many rural counties of Wis-
congin.

1 U.S. Public Health Service, U.S. Department of Health
and Human Services. Monthly Vital Statistics Report,
Center for Disease Control and Prevention. July 1997.

2 Health Care State Ranking, 1997.

8 Sacghs, B., Castrol, M., & Frigoletto, F. “Therisks of
lowering the cesarean delivery rate.” The New England
Journal of Medicine. Jan. 7, 1999; Vol. 340, No. 1.
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Section 6

Getting Better

Theability of HMO enrolleesto access carefor established diagnosesis essential
to achieving wellness. Once adiagnosisis established, aplan of careisusually
required to regain normal hedth.

Servicesmay be provided by subcontracted providers so that complete dataare not
alwaysavailableto the HMO for tracking and reporting purposes. In addition, is-
sues of dataconfidentiality arisewhen datasharing isrequested. Evaluation of the
process(es) hecessary to achieve good outcomes of treatment isthusimpeded.

Mental health and substance abuse (alcohol and other drug abuse) treatment ser-
vices areimportant components of care for Wisconsin Medicaid recipients. The
Division of Health Care Financing (DHCF) is continuing to work with providersin
an attempt to respond to the challengesthat surround the delivery of these services.
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etting Better
General Health

Mental Health Services

According to arecent national Healthy People 2000
Progress Review, the one-year prevalence of mental
illnessinthe U.S. was 16% in 1992 among non-institu-
tionalized non-rural whites, blacksand Hispanics, aged
18-54. Among that same population, the one-year esti-
mated prevalence of depressivedisorderswas11.1%
overall and13.1%infemales.

TheNationd Ingtitute of Mental Health estimatesthat
themost severementd illnesses affect some5 million
American adults. In 1996, Wisconsin estimates of prevar
lence of serious mental illness ranged from 5.5% in
Kenosha and Waukesha Counties to 6.9% in Dane
County among the 5 counties represented in thisre-
port.2 Most Medicaid reci pientswith disabling mental
illness are cared for elsewhere in the Medicaid pro-
gramand notinHMOs.

Mental illness can occur from childhood to old age, ir-
respective of gender and race. Overall, one in ten
Americans experience some disability from adiagnos-
able mental illness in the course of any given year.®
Most psychiatric disorders are very responsiveto ap-
propriate treatment, however, not everyonewith men-
tal illnessreceives care.

Thereasonsfor failureto receive careinclude denia
or lack of awareness that a problem exists, afeeling
that astigmais associated with seeking care, refusal
of or lack of compliance with suggested treatment, and
problemswith accessto care.

The American Managed Behaviora Healthcare Asso-
ciation (AMBHA) isworking to develop uniform re-
porting of mental health and substance abuse services,
recognizing that “ National normsindeed aredifficult to
comeby and the problem hasonly intensified with the
proliferation of behavioral hedlth performance measures
produced by industry, government, and consumer
groups.” 4

Percent

Graph 6.1
Percent of eligibles receiving mental health day
treatment and/or outpatient services per eligible
year, Milwaukee County, ages 21 and ol der
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Thisreport presentsfindings related to services pro-
vided in 1997 by mental health professionalsto Med-
icaidAidto Familieswith Dependent Children (AFDC)/
Healthy Start HM O recipients. It does not include uti-
lization datarelative to services provided by providers
who arenot specialized in mental illness care such as
primary carephysicians.

Thereported servicesin thissection must beinterpreted
with caution. The datareported may depend oninfor-
mation supplied by asubcontracting provider who may
not be always diligent about providing complete data
at thistime even though contractually obligated to do
s0. Future datavaidity auditswill be conducted to as-
sessand addressthissituation aswarranted. The HMO-
reported data may not include the actual number of
services, but just number of enrollees who received
the service.

It isalso unwarranted to comparethis population asa
wholewith nationa prevalencerates. The HM O popu-
lation is predominantly young—60% are age 10 or
younger. Significant mental illnessislessoften diag-
nosedinyoung children.
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Graph 6.2
Percent of eligiblesreceiving mental health day treatment and/or outpatient services per eligible-year,
other counties, ages 21 and older, 1997
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Outpatient Mental Health Care

These graphsdo not include dataon eva uationsor as-
sessmentsfor mental illness or substance abuse. His-
torically, outpatient mental health care consisted almost
entirely of psychotherapy and medication providedin
an outpatient officeor clinicon afairly limited basis
(one hour per week or less). Such careisappropriate
for awiderange of diagnoses and severity levels, in-
cluding somewith long-term mental illnesseswho do
not have access to other forms of treatment such as
Community Support Programs (CSP). Day treatment
services were developed in response to a need for a
level of care moreintense than traditional outpatient
psychotherapy, yet lessdisruptive than inpatient treat-
ment. Day treatment providesfor moretreatment hours
per week in astructured setting and is appropriatefor
individualswith more seriousor severemental illness.
Mental health day treatment patientsaretypically per-
sonswith long-term mental illnessin maintenance, re-
habilitation, or stabilization categories. Itisalso used
after aninpatient discharge asatransition to outpatient

HMO

care and often referred to as“transitional care.” Day
treatment programsfor children and adultsare not avail -
ableinevery city or county, so thisreport presentsag-
gregate day treatment and non-day treatment outpa-
tient care.

Graph 6.1 shows comparable datafor menta health
day treatment and/or outpatient servicesfor Milwau-
kee County enrolleesfor 1996 and 1997. Theaverage
for thisgroupis5.1% eligiblesreceiving per dligible-
yedr.

Graph 6.2 showsawidevariationintherate of HMO
enrollees outside Milwaukee County receiving mental
health services. Whilethismay reflect atruevariance
in rate of service delivery, aportion of the variance
may be due to incomplete capturing and reporting of
data. HM Osarecontractualy required to haveall third-
party vendorssubmit al required data. The overall av-
eragefor therest of the stateis 13.2%, morethan twice
therateof 5.1% within Milwaukee County.
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Inpatient Mental Health Care

Thewide variation in reported discharges per 1,000
digible-years suggeststhat data capture and reporting
may beaprobleminthisareaof headth careddivery. It
isunlikely that HM Os serving asingleareawoul d have
variationsin mental hedlth dischargesranging from 0.00
t0 7.66 dischargesper 1,000 digible-years. Using the
reported data, the average for the Milwaukee County
enrolleesis 3.69 discharges per 1,000 eligible-years
(Graph 6.3).

Thewidevariation in reported psychiatric discharges
iseven more pronounced inthe HM O datafor therest
of the state. While some of the variation inthisgroup
may well reflect differencesin this population’ suse of
services, itislikely that problemsrelated to data cap-
turing and reporting are also reflected in thisdata. Fur-
ther, widevariation may also result fromthereatively
small size of some of the HM Os combined with hospi-
talizationsbeing arelatively rareevent. Thereisarange
of activity from 0 to approximately 12.9 discharges per
1,000 eligible-years. The average for this group of
HMOsis 3.5 discharges per 1,000 eligible-years, not
dissimilar tothe average dischargeratein Milwaukee
County (Graph 6.4).
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etting Better
General Health

Substance Abuse Services

Substance abuse, the inappropriate use of drugsand
alcohol, isaproblem in Wisconsin and the U.S. be-
cause of health and social problems associated with
such behavior. The 1997 National Household Survey
on Drug Abuse estimated that 13.9 million Americans
werecurrent usarsof illicit drugs. Theillicit drug usage
among the overall popul ation remained steady, but the
usageamong 12- to 17-year-oldsincreased from 9.0%
in1996t0 11.4% in 1997.51n 1993, the Wisconsin De-
partment of Public I nstruction conducted the Wiscon-
sin Youth Risk Behavior Survey designed to determine
levelsof risk-taking behaviorsamong high school stu-
dents. Inthat survey, 3% of al 9" through 12" graders
(approximately 14-18 yearsold) admitted trying cocaine,
and 17% admitted trying marijuana. Alcohol usewas
more prevalent than cocaine and marijuana use and
tended to increasewith age. Twenty percent of 9 grad-
erscompared to 39% of 12" graders admitted drinking
“fiveor moredrinksinarow.”®

Datareleased from the national SubstanceAbuseand
Mental Health Service Administration (SAMHSA) in-
dicated that individualsadmitted for substance abuse
treatment werelesslikely than the general population
to have compl eted high school or to be employed full
time. Thirty-four percent of those admitted for treat-
ment did not complete high school compared to 19% of
thegenera population.”

Substance Abuse Treatment

Theaverage percent of enrolleesin Milwaukee County
receiving substance abuse day treatment or outpatient
servicesis2.4% of all digiblesreceiving treatment per
digible-year (Graph 6.5). These graphsdo not contain
dataon evaluation or assessmentsfor substance abuse
services.

The wide range of the percent of eligiblesreceiving
substance abuse day treatment or outpatient services
per eigible-year between HM Os serving asingle, well-

Graph 6.5°
Percent of eligiblesreceiving substance abuse
day treatment and/or outpatient services per
eligible year, Milwaukee County, ages 21 and

older
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defined population may reflect differencesin service
delivery, but they may al so reflect problemswith cap-
turing and reporting data. It islikely that some sub-
stance abuse services in the day treatment or outpa-
tient setting are provided by public agenciesthat do not
report the servicesto the enrolleg sHMO. Theregiona
Medicaid Managed Care Mental Health and Substance
Abuseworkgroupsare devel oping collaborative efforts
between HM Osand other public and private agencies
toimprove collection and sharing of datain thisarea.

For substance abuse day treatment and/or outpatient
servicesfor the enrolleesin other counties, the aver-
ageis3.17% of eligiblesages 21 and older receiving
treatment per eligible-year. Again, itislikely that the
wide range reported, from 0% to 15.4%, between
HM Osreflects both service delivery and differences
in data capturing and reporting. Enrollees receiving
services from community or public agencies, where
services probably would not be reported tothe HM O,
arenot included inthe data(Graph 6.6).
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Graph 6.6
Percent of eligibles receiving substance abuse day treatment and/or outpatient
services per eligible year, ages 21 and older, other counties, 1997
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Quality of Care Audit

For thoserecipientswho did receive outpatient mental
health or substance abuse care, the DHCF conducted
a chart audit as one indicator of the quality of care
provided. This audit took arandom sample of those
recipientswho had five or fewer reported servicesin
1995. EnrolleesinnineHMOsin Milwaukee, Daneand
Eau Claire countieswereincluded in the audit.

Graph 6.7 shows the scores achieved by the HMOs.
Six HMOs obtained scoresthat were significantly bet-
ter than the average of 44.6 whilefour obtained signifi-
cantly lower scores.
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Access Audit

An access audit focused on the absence of areported
mental heal th/substance abuse (MH/SA) serviceinthe
presence of aMH/SA diagnosisbetween July 1, 1996
and June 30, 1997. TenHMOsin the Wisconsin Megd-
icaid program in 1996-97 wereincluded in the audit.
Of thoserecipientswith MH/SA diaghosisand no re-
ported MH/SA services:

¢ Lessthan 5% of enrolleeshad aMH/SA diagnosis
and actually received no servicefor it.

e About 20% of the MH/SA diagnoses reported
werefound to not betrue MH/SA diagnoses.

¢ About 15% of the enrolleesfor whom no MH/SA
service was reported had actually received MH/
SA services.

e Almost 50% of enrolleeswithaMH/SA diagnosis
received aservicefor it fromanon-MH/SA pro-
fessond, usudly aprimary carephysician. Themost
common diagnoses in this group were Attention
Deficit Disorder and Attention Deficit Hyperac-
tivity Disorder, which were often treated by pedia-
tricians.

¢ About 10% of the enrolleesreceived aservicefor
theMH/SA diagnosiseither beforeor after theaudit

period.

Summary

Recipientswith mental illnessareamong the most vul-
nerable and least likely to self-advocate. For thisrea
son, monitoring the provision of behavioral health ser-
viceswill remain a Department of Health and Family
Services (DHFS) priority. Datacollected to date indi-
cate ageneral need to improve data collection proce-
dures. Data collection is difficult because thereis a

relativelack of standardization within behaviord hedth
regarding issues such as service unitsand types of ser-
vice. Inaddition, many HM Osprovide behaviora ser-
vices through subcontracted specialty firms which
makesthem, and the DHFS, one step further removed
fromthedata. The DHFSwill continueto work with
the HM Osto improve datacollection. Collecting en-
counter data beginning in the year 2000 will help to
dleviatethisproblem. Theavailable datadoes suggest
differences between the behavioral health care pro-
vided by HM Osin Milwaukee County versusHMOs
in therest of the state. These differences will be ex-
ploredin aRecipient Behavioral Health Satisfaction
Survey scheduled for early 1999.

1 Healthy People 2000 Progress Review: Mental Health
and Mental Disorders, July 9, 1996.

2 Bureau of Community Mental Health.

3 National Institute of Mental Health. 1996-98 Mental
IlInessin America, the National Institute of Mental
Health Agenda.

4 Medical Outcomesand GuidelinesAlert. Vol. 6 No. 18,
Sept. 14, 1998.

5 Substance Abuse and Mental Health Services Adminis-
tration. Preliminary Results From the 1997 National
Household Survey on Drug Abuse. August 1998.
Contact: Office of Communications.

6 1993 Wisconsin youth risk behavior survey. Wisconsin
Department of Public Instruction.

" Substance Abuse and Mental Health Services Adminis-
tration. Preliminary Results From the 1997 National
Household Survey on Drug Abuse. August 1998.
Contact: Office of Communications.

8 Network Health Plan did not contract for the entire year
in 1996 and is not included.
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Section 7

Living with Illiness

Certain states of illness do not have an established cure. For such conditionstreat-
ment isnecessary to maximize quality of life.

Asthmaisamenableto treatment such that the quality of lifeismarkedly improved
when treatment is successful. A measure of the quality of care delivered by man-
aged careistheability of patientswith asthmato avoid the use of emergency room
sarvices, and especidly inpatient admission resulting from an emergency roomvisit.

Diabetesmdlitus has complicationsthat can beameiorated with appropriate therapy.
Monitoring blood glucose frequently enough to maintain anearly normal blood glu-
cose level hasbeen demonstrated to provideimproved long-term outcomes. The
availability of monitoring testsfor patientswith diabetes, and careful follow-up by
providerswith appropriate adjustmentsin treatment, can prevent or markedly delay
theonset of debilitating complicationsof uncontrolled diabetes.
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Living with lllness
General Health

Asthma

Asthmaisone of the nation’ smost common and costly
diseases, and affectsmorethan 15 million Americans,
includingamaost 5million children.! Thetotd hedth care
costsrelated to asthmawere estimated to $6.2 billion
in 1990, and are projected to doubleto $14.5 billion by
theyear 2000.2

Asthmaisachronic lung disease characterized by tem-
porary obstruction of airflow resulting in difficult breath-
ing. Asthmaaffectsall ages, both sexes, and all racial
groups. Risk factorsfor devel oping asthmaincludeliv-
ingintheinner city, having aparent with asthma, living
withasmoker, being born premature, and having aller-
gies.

The prevalence is much higher among blacks than
whites.

Asthmaisthe most prevalent chronic disease and the
most frequently reported potentially preventable con-
dition for which children are hospitalized.®In 1995, the
asthma-related rate of emergency roomvisitswas48.8
per 10,000 among whitesand 228.9 per 10,000 among
blacks.* Between 1979 and 1994, hospitalization rates
for asthmawere 10.9 per 10,000 visitsamong whites
and 35.5 per 10,000 visitsamong blacks.®

Hospitalizations for Asthma

In 1997, 3,206 non-Milwaukee County HMO members
ages 0-20 had aprimary diagnosisof asthma, and 220
of those enrolleeswere admitted to ahospital with that
primary diagnosis. Thisrepresentsan admission rate
of approximatdly 7% . Inthe Milwaukee County HMOs
4,232 enrollees, ages 0-20, had aprimary diagnosi s of
asthmaand 461 of that number were hospitalized with
that primary diagnoss. Thus, gpproximately 11% of Mil-
waukee County HMO enrollees with a diagnosis of
asthmawere hospitalized with that primary diagnosis
in1997 (Graph 7.1).

Graph 7.1

Percent of enrolleeswith a primary diagnosis of
asthma, admitted to an inpatient hospital, ages
0-20 years, 1997
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The 1996 average for asthmaadmissionsfor Milwau-
kee County HMO enrollees ages 0-20 years was
12.5%. The 1997 average admission rate of 11% for
Milwaukee County enrolleeswith adiagnosisof ashma
representsimprovement. The Milwaukee County de-
creasein admissionsfor an asthmadiagnosismay re-
flect theinter-HM O cooperative effortsin managing
this disease through a disease management strategy
adopted by several Milwaukee County HMOs.

Thedatafor enrolleesage 21 and over show that 1,148
enrolleesin non-Milwaukee County HM Os had adi-
agnosis of asthma, and 41 of that number, or amost
3.5% of thetotal, were hospitalized for adiagnosis of
asthma. Of the 1,660 Milwaukee County HMO enroll-
ees (21 years of age and over) diagnosed with asthma,
87, or gpproximately 5%, were admitted to the hospital
for asthma (Graph 7.2). In 1996 the average Milwau-
kee County admission ratefor thisage group was 8.6%.
Thelower rate of admissionsin Milwaukee County for
thisagegroup, again, isprobably areflection of inter-
HMO cooperative effortsto devel op effective disease
management strategiesfor enrolleeswith asthma.
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Summary

Hospitalizations resulting from asthmahave declined
for children and adult enrolleesin Milwaukee County
HMOssince 1996. Thereisinsufficient dataavailable
for 1996-97 comparison datafor the non-Milwaukee
County HM O enrollees. The development and imple-
mentation of care management for enrollees with
asthma, resulting frominter-HM O cooperative efforts,
will likely result in further reduction of hospitdizations
for thispopulation of Wisconsin Medicaid enrollees.

1 Centersfor Disease Control and Prevention —National
Center for Environmental Health, October 1997.

2 Centersfor Disease Control and Prevention — National
Center for Environmental Health, October 1997.

8 Wisconsin Department of Health and Family Services—
Children’sHealth in Wisconsin. State Estimates.
November 1996, 28-29.

4 Centersfor Disease Control and Prevention —Asthma
Ratesin U.S. Increase. MediaRelease, April 24, 1998.

5 Centersfor Disease Control and Prevention —Asthma
Ratesin U.S. Increase. Media Release, April 24, 1998.
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Graph 7.2
Percent of enrolleeswith a primary diagnosis of
asthma, admitted to an inpatient hospital, ages
21 and older, 1997
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Diabetes Mdllitus

Diabetesisthe seventh leading cause of death in the
United States, contributing to morethan 193,000 degths
in 1996.! Diabetesisagroup of diseasescharacterized
by elevated blood glucoseleve sresulting from defects
ininsulin secretion, insulin action, or both. Peoplewith
digbetesare at increased risk of serioushealth compli-
cationsincluding blindness, kidney failure, nerve dam-
age, cardiovascular disease, stroke and amputation of
lower extremities. Thisdisease strikesindividuasof al
ages, socioeconomic groups, and ethnic groups.

Studies have shown that many of the complications of
diabetes can be slowed or even prevented with good
control of blood sugar. The Diabetes Control and Com-
plication Trial, anationa 10-year study that involved
individualswith Type 1 diabetes, confirmed that good
control of blood sugar prevented the onset or delay of
progression of kidney, eye, or nerve damage by 50%.2

Glycohemoglobinisalab test used to quantify glucose
control over the previous three months. Thetest has
proven to be valuable in validating the degree of
glycermic control. For 1997, the Divison of Hedth Care
Financing (DHCF) had selected as an objective that
100% of all Medicaid enrolleeswith adiagnosisof dia-
betesthat are continually enrolled for 12 monthswill
have had one glycohemoglobintest. HM Oswith fewer
than 30 Medicaid enrollees diagnosed with diabetesand
meeting the 12 month continuous enrolIment criteria
arenot reported. The average percentage of Medicaid
enrollees with diabetes reported to have at least one
glycohemoglobinleve during 1997 was58.3% (Graph
7.3). Therates varied for the HMOs. This variance
may be dueto the data collection methodol ogy chosen
by the HM O and coding and reporting experience the
HM Os have with thisindicator. HM Os that chose to
only rely onadministrative claimsdatarather than chart
review datamay report lower rates.

Graph 7.3
Percentage of Medicaid recipientswith diabetes
who had at |east one glycohemoglobin level in
1997
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Guidelines have been developed to assist Wisconsin
hedlth care providersin caring for patientswith diabe-
tesmellitusimprove case outcomes.® In thefuture, the
DHCF will assessthe quality of medical care provided
to Medicaid enrolleeswith diabetes mellitus by moni-
toring the number of eye exams provided to recipients
with the diagnosis of diabetes. Retinopathy isaknown
common complication of diabetes. Therefore, an an-
nual comprehensivedilated eyeand visua examisone
vaidindicator for monitoring the medical management
of individualswith diabetes.

1 Centersfor Disease Control and Prevention. Diabetes —
A serious public health problem, At-A-Glance, 1999.

2 Centersfor Disease Control and Prevention. Diabetes—
A serious public health problem, At-A-Glance, 1999.

8 The Wisconsin Diabetes Advisory Group. Essential
DiabetesMéllitus Care Guidelines, Jan. 1998.
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